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Preface 
As a pri mary care doctor, I have always been fascinated by the ro le we can take in preventive care to 
improve the qual ity of our patients' lives by averting illness as much as poss ible. More importantly, 
as opposed to a public health approach, I am able to tai lor my prevent ive care approach to individual 
patients and personally see them staying healthy. However, engaging men in preventi ve health care 
has been a difficult task for me and for many of my colleagues in Malaysia. I believe we can do better 
tha n we currently are in offering preventive care, particularly in relation to health check-ups for our 
ma le patients. However, instead of studying ma le patients, I have turned my attention to the study 
of the pri mary care doctors' perspective because, as detailed in the lite rature review later in th is 
thesis, health ca re service factors are implicated as importa nt reasons for men's poor help-seeking 
behaviour. Indeed, t he f indings from th is thesis show that the doctors' practice behaviours 
concerni ng health check-ups contribute to low rates of preventive care in ma le patients. Therefore, 
many doctor-re lated facto rs need attention in order t o improve men's health. 
During the th ree years of my PhD candidature, I have managed to publish two original artic les and 
two reviews from my work. These publications were the result of encouragement provided by my 
supervisors and Adjunct Professor Hui Meng Tan, an honorary president of MSASAM* . MSASAM has 
given me the opportunity to both understand and cont ri bute t o men's health in Malaysia since my 
membership in 2007. My membersh ip also helps me to understa nd and network wit h men's health 
activit ies globa lly. Although separate from MSASAM activit ies, this thes is represents my humble 
contribution to men's health in Malaysia. I also hope it can shed some light on the understand ing of 
doctors' practice behaviour in relation to men's hea lt h global ly. 
This thesis is writ t en in (Brit ish) English, which is my second language. I have therefo re sought the 
ass istance of an English editing service in order to improve the written expression. I certai nly hope 
that the thes is is enjoyable t o read and that the arguments are as clea r possible. 
*Malaysian Society of Andrology and The Study of Aging Male (MSASAM) is a non-profit 
organisation registered under t he Ma laysian Registry of Society. The members of this group are 
from various discipl ines with a shared interest in improving men's health in Malaysia . 
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Abstract 
Background: Many major causes of disease burden and health risk factors in men are lifestyle-
re lated and amenable to early interventions. Ma le-specific morbidities such as sexua l dysfunct ion 
are common but often under-reported by male patients during consultations. These hea lth risk 
factors and male morbidities are prevalent in primary care sett ings, but they are rare ly discussed. 
Yet, primary care doctors (PCDs) are we ll positioned to offer health check-ups during consu ltations. 
Therefore, there should be an effort to develop or improve the uptake of men's health check-ups in 
primary ca re settings. An understanding of how PCDs negotiate this is crucial to this process as 
health care provider factors are implicated as one of the reasons for men's poor engagement with 
preventive health care. 
Objectives: The objective of this study was to explore the determinants and process of decision 
making by PCDs in undertaking health check-ups for ma le patients in Malaysia. This study also aimed 
to quantify the average impact of each determinant and rank its significance on the doctors' 
decision-making processes in men's health check-ups. 
Methodology and methods: A mixed-method approach was adopted in this study. Phase I, an 
exploratory phase of the study, has ut ilised grounded theory methods to construct a theoretical 
framework in expla ining the determinants and the decision-making process for initiating check-ups 
in men. This framework informed the conceptualisation of phase 11, which has utilised a quant itative 
approach to identify the significant determinants from a representative sample of PCDs. In this 
phase, a cross-sectional survey with multiple regression analyses was undertaken to examine and 
quantify the relat ionship between the determinants and outcome va riables -the doctors' intention 
to undertake health check-ups for male patients. Fifteen regression models were constructed based 
on five topics concerning men's hea lth and th ree contexts (acute minor complaint, follow-up and 
health check-u p visits) for each of the topics. 
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Results: Fifty-two PCDs from the private and public settings were interviewed in phase I and 198 
doctors (a response rate of 70.4%) completed the quest ionnai re in phase II. The concept of men's 
health was new to many PCDs, and yet many PCDs were already managing many ill ness concerns 
re lated to men. The concept was best depicted as an unresolved jigsaw puzzle, in which an 
understanding of the concept was fragmented . PCDs ba lanced the weight of perceived male patients' 
receptivity versus medical importance before engaging ma le patients in health check-ups. If t he 
patients were perceived to be receptive t o hea lth check-ups, PCDs would engage them. However, if 
PCDs fe lt a part icular men's healt h issue to be important, they placed less emphasis on the ir 
perceived patient s' recept ivity to discuss that health issue in thei r decision making. However, the 
perception of receptivi ty rel ied mainly on assumptive and subjective assessments of the taboos 
surround ing the topics of men's health and men's help-seeking behaviou r. From the overal l resu lts 
of regression analyses, t he perception of receptivity was noted to be the most frequent significant 
determinant in the decision-making process among the 15 models, and it often has the highest 
regression coefficient in t he models. The attitude t owards the med ical importance of men's health 
check-ups ranked second in t he list of frequent significant determinants. Other important 
determinants included perceived external barriers and personal competency in offering men's 
health check-ups. However, these played a lesser role in the doctors' decision making to engage 
male patients in undertaking health check-up. 
Conclusions: The concept of men's health is relatively new among Malaysia n PCDs. The doctors' 
decision making to engage ma le patients in health check-ups is a complex process. It is influenced by 
both t heir personal experience and societa l perceptions about men's help-seeking behaviour, and in 
pa rt icu lar t heir perception of male patient s' recept iv ity to health check-ups, which can be 
unfounded. Th is potentially creates miscommunication between PCDs and male patients in the 
clin ics. Therefore, in add it ion to addressing knowledge deficiency and externa l barriers t o men's 
hea lth check-u ps, efforts shou ld also be made to bridge th is communication gap. 
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Glossary 
Health check-up 
Primary ca re doctor 
Men's hea lth 
A health assessment which involves 1) screening for lifestyle risk factors 
such as smoking, nutritional status, excessive alcohol consum ption and 
physica l activity; 2) case f inding of asymptomatic diseases such as 
hypertension, diabetes, hypercholesterolaemia and colon cancer; 3) case 
find ing of symptomatic diseases that are unreported by pat ients such as 
erectile dysfunction and lower urinary tract symptoms; and 4) 
assessment of psycho-social well-being.(1) The assessments should result 
in the benefit of early intervention. It differs from health screening which 
is defined as the active identification of disease or pre-d isease conditions 
in individua ls who presume t hemselves to be healthy but may benefit 
from ea rly t reatment. (2) 
Doctor who provides def initive care to the undifferentiated patient at the 
point of first contact and takes ongoing responsibi lity for providi ng t he 
patient's ca re.(3) In Malaysia, th is ca re is provided by publ ic and private 
family physicians, doctors serving in publ ic hea lth centres and private 
general practitioners. 
A male health issue is one aris ing from physiological , psychological, 
social, cu lt ural or envi ronmenta l facto rs t hat have a specific impact on 
boys or men and/ or where particu lar interventions are requ ired for boys 
or men in order to achieve improvements in health and well-being at 
either the individual or the population level.(4) 
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1 Introduction 
This thesis presents a rat iona le to improve men's hea lth check-up service delivery in Ma laysia by 
ana lysing the decision-making processes of primary care docto rs (PCDs) in engagi ng male patients in 
hea lth check-u ps, and then advocating measures that can be ta ken to faci litate these processes. In 
th is int roductory chapter, I wish to articulate the need to make men's health check-ups an important 
component of primary care se rvice delivery. Th is is followed by an explanation of the thesis aim, a 
brief account of my overal l resea rch strategies, and an outli ne of th is t hesis presentation. I defer t he 
discussion on the definition of men's hea lth to the second chapter. 
1 
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1.1 The agenda of men's health check-ups in primary care settings 
Preventive health check-ups for men deserve a stronger emphasis from PCDs. There are two specific 
points in this argument: the importance of preventive hea lth check-u ps for male patients and the 
need to focus specifical ly on men. 
Preventive ca re is argued to be the key to improving men's health status. Although direct evidence 
of benefit for health check-ups to men is not avai lable, many components of health check-ups such 
as ca rdiovascula r ri sk screening,(5, 6) co lorecta l cancer screening(?, 8) and detect ion of erectile 
dysfunct ion and followed by appropriate interventions respective ly resulted in mortality or 
morbidity benefit.(9, 10) As early as 1984, men were noted to be disadvantaged in relation to 
mortality and morbidity patterns compared to women in the United States of America .(11) More 
recent reviews have conf irmed the same concern around t he world.(12-17) Men have poorer health 
profiles compared to women in almost all the vital statisti cs published by the World Health 
Organization (WHO), such as life expectancy at birth, mortality rates, disabil ity-adjusted life years 
and non-sex specific disease death rates. (18-20) Chapter two will elaborate in detail on each of 
these issues from a global perspective before focusing on Ma laysia. The striking point is that many of 
the causes of mortality and morbidities, such as card iovascular disease, injuries and cancers, are 
lifestyle related and preventable or amenable to early intervention. (13, 14, 21) Furthermore, many 
male-specific morbidities such as sexual dysfunct ion and prostate disorders go under-reported,(22-
28) and hence lack appropriate interventions. Preventive care is therefore one of the most 
significant strategies for improving men's hea lth.(29-31) Although it can be argued that the agenda 
of preventive care may not be of interest to most men, there is compel li ng data to show otherwise. 
Way back in 1991, an assay from Health Visitor, a period ical journal from the United Kingdom, 
reported an overwhelming and unexpected positive response among working class men to a men's 
health campaign; so overwhelming t hat Jackson, the author, gave the report the title "opening the 
flood-gates" .(32) More recent evidence also supports the view that men are interested in hea lth.(33-
35) Hence, greater effort has to be directed t owards measures to improve preventive healt h care for 
2 
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male patients, as the 'demand' is clearly there. Health check-ups are one such measure in the 
primary care sett ings. 
Some question the need to attend specifically to men. One may ask what the differences are 
between men and women's health check-ups besides the sex-specific tests or examinat ions, or what 
difference it makes if the agenda is adult health check-ups rather than men's health check-ups. One 
may also question what t he differences are between men's hea lth check-u ps and ma le sexual healt h 
or male urological assessments. The problem w ith these questions is their gender insensitivity. Be ing 
a man, which is social ly defined,(36, 37) is different to and more t han simply having a male 
phenotype.(36) The focus is not the examinations or tests t hat we shou ld be performing for ma le 
patients. These examinations or tests are best seen from a bio-medical perspective. Instead, t he 
focus is to successfully deliver these preventive-focused examinations or tests, which will require an 
agreement between doctors and their ma le pat ients, an agreement resulting from a socia l 
interaction. How men negotiate prevent ive health care is likely influenced by their socio-cultural 
be liefs rather than just thei r be ing ma les. (37, 38) Moreover, how docto rs negotiate preventive 
health care delivery is in part determ ined by the ir own personal socio-cu ltura l beliefs. The poor 
health status of men is often not due to their sex-specific il lnesses. Indeed, the main burden of male 
mortality and morbidities are non-sex speci fic.(13-15, 19) As the following chapter wi ll out line, 
men's health-seeking behaviour and social determinants, which are socia lly constructed, are the key 
factors accounting for men's poor health .(38-44) Men shou ld be understood not just as adults, but 
as men wit h unique hea lt h-seeki ng behaviour and social ro les. Hence, health services need to be 
sensitive to the male gender instead of concentrating purely on the bio-medical matters.(29) For 
health practitioners, such an understanding of male patients in the context of the ir gender role is 
essentia l to creating the empathetic relationship necessary for the effective delivery of men's health 
services. 
3 
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In the effort to improve men's hea lth check-ups, the agenda of men's health check-up should be 
holistic and go beyond a bio-medical perspect ive or sex-specific orientation.(4, 45) Therefore, PCDs, 
who provide holistic care and have the most contact with laymen compa red to other discip lines, are 
in an optimal position to offer such health check-up services. 
1.2 The aim and research strategies of this thesis 
Given the importance of men' s health check-ups in primary care setti ngs, t here should be an effort 
to develop or improve such services for male patients. The literature search reported in chapter two 
of t his thesis found scant published evidence for any effective strategies that PCDs might be able to 
mobilise in dealing with men's hea lth check-ups, although many recommendations have been put 
forward based on our best understanding of men's help-seeking behaviour and the epidemiology of 
men's health.(15, 29, 31, 46-49) For the individual doctor who embraces the current understanding 
of men's health, these recommendat ions are inva luable guides and many of these may be easily 
integrated into his or her practice. However, to have an impact on men's health, all primary care 
doctors need to appreciate t he unique features of men's health-seeking behaviour. The pressing 
issues are whether PCDs endorse the concept of men's health, and what the obstacles are PCDs face 
in engaging male patients in health check-ups. These issues are crucial to ensuring sustainable 
intervent ions to improve men' s health check-up delivery by PCDs. The focus of this t hesis is on 
health care providers, in particular, t he PCDs. As detailed in the literature review in chapter two, 
extensive work has been done on men's health-seeking behaviour. Their apparent unfavourable 
health-seeking behaviour is noted to be the result of the inte ractions between them and health care 
providers.(38, 50) On the other hand, work on doctors' practice behaviour in relation to men's 
health service is scarce. Therefore, th is t hesis aims to address these issues from the PCDs' 
perspective with the approach described below. 
With an intervention strategy fo r PCDs in mind, I have adopted the framework for developing a 
complex intervention strategy pioneered and currently promoted by t he United Kingdom Medical 
4 
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Research Council (UKMRC).(51) This thesis focuses on the development stage of the UKMRC 
framework (Figure 1.1). 
□ 
Stage II: 
Feasibility 
test ing and 
piloting 
Stage 1: Stage Ill: 
Development Evaluation 
Stage IV: 
Implementation 
Focus of this ro ·ect p J 
Figure 1.1 The United Ki ngdom Medical Research Cou nci l framework for 
developing a complex intervent ion program 
The important tasks in the development stage are to identify a substantive theoretical framework 
that a logica l intervention st rategy can be based on, and to identify areas (or obstacles) that warrant 
most attention. A theoretica l framework is needed to reflect the PCDs' decision-making process in 
engaging ma le patients in health check-ups. Understanding this decision-making process offers more 
than just the facts about PCDs' views on men's health and the obstacles to improving men's health 
check-ups. It can ill ustrate how their understanding influences their current practice and how they 
manoeuvre (successfu lly or unsuccessfully) through the obstacles of men's health check-ups. Hence, 
th is framework ca n offer a template that renders the intervention strategies more logical and 
targeted. Th is framework should be explanatory (thus providing the logic for intervention) and be 
able to identify the weaknesses (targets for intervention) in engaging men in health check-ups. 
Hence, the resea rch question for this study was: "What are the determinants and process of 
5 
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decision making by primary care doctors in undertaking health check-ups for male patients in 
Malaysia?" The resu lts of this study formed t he substantive t heoretical framework fo r the decision-
making process. 
Si nce nothing has yet been written about such a substantive theoretical framework, I have 
emba rked on an exploratory approach w ith a seq uential mixed methods design.(52) In phase I, 
which adopted grounded theory methods (GTM ), I have constructed the substant ive theoretical 
framework. In phase 11, a cross-sectional survey w ith multivariate analysis, I have identified the 
components in the framework t hat warrant attention. The framework derived from phase I was used 
instead of existing framework for behavioural change because phase II ta pped into the subst ant ive 
concepts derived from phase I. The methods and results of phase I will be presented before the 
methods and results of phase II, as the findi ngs in phase I directed the study design of phase II. 
However, the find ings for phase I and II wi ll be discussed t ogether as they ill uminate each other in 
answeri ng t he research quest ion. 
6 
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1.3 Overview ofmy thesis 
This thesis is writ ten in two volumes, w it h t he refe rences and appendixes form ing t he bul k of 
volume II. I have adopted this approach since the thesis may otherwise appear particularly long due 
to the preference fo r space, charts and tables to ensu re cla rity, over page limits. The t hesis is 
divided into nine chapters, includ ing t his cha pter, the introduction. 
Chapter 2 prov ides the background and object ives of t his t hesis. It includes the discussion of t he 
cu rrent defi nition of men's healt h and the significance of men's hea lth from a global perspective, 
before focusing on Malaysia . Th is section also reviews the reasons underlying men's poor hea lth and 
briefly describes the overall strategies to improve men's hea lt h. It then outli nes t he importance of 
focusing on men's hea lth check-u ps at primary ca re set t ings and the pot entia l cha llenges in engaging 
PCDs in promoting men's health check-ups. It also highlight s the pa ucity of empirical evidence on the 
st rategies we can adopt to improve men's health check-ups, and hence the need to understand t he 
doctors' current decision-making process in relation to men's healt h check-u ps so as t o develop 
intervent ion st rategies. This chapter ends by prov iding t he aims, just ification and objectives of this 
t hesis. 
Chapter 3 - methodology, provides the justification for using a mixed method design to explore the 
doctors' decision-making process in engaging male pat ients in hea lt h check-ups. This chapter also 
outl ines my phi losophica l posit ion on research and the theoret ical assumptions in adopti ng both 
GTM and a quant itative survey. 
Chapters 4 and 5 - methods and result s of phase I, provide a detailed account of the steps taken 
using GTM and the fi ndings of phase I. The findi ngs of phase I are il lustrated as a theoret ica l 
framework of the doctors' decis ion-making process in engaging male patients in healt h check-ups. 
Chapters 6 and 7 - methods and results of phase II, provide a detailed account of the steps taken 
and f indings based on t he conceptual fram ework derived from phase I. The results sect ion has two 
7 
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segments: 1) the findings from the questionnaire development; and 2) the fi ndings from probabi listic 
sampl ing survey of PCDs. 
Chapter 8 - discussion and conclusion, provides the meaning and implication of the findings from 
both phase I and II. The fi ndings are discussed in re lation to the literatu re on decision making and 
hea lth check-u ps. The strengt hs and limitations of the study are outlined to set the lim it s of the 
finding's implicat ions. 
Chapter 9 - recommendations, provides suggest ions for pra ctice and future direct ions for research 
from the findings of this study. 
Some sections of t his t hesis are quoted verbat im from certain parts of t he following published 
papers: 
1. Malaysian primary ca re doctors' view on men's hea lth: An unresolved j igsaw puzzle 
2. Physician' s intention to initi ate health check-up discussions wit h men: A qualitat ive study 
3. The prof ile of men's health in Malaysia: Problems and challenges 
4. Managing aging men in Asia : A review 
The first two papers are original contribut ions and their content s are quoted in some parts of 
sections 5.3, 5.4, 5.5 and 5.6 (Phase I results) and 8 (Discussion). The thi rd pa per is quoted in some 
pa rts of sect ion 2.5, and the fourth paper is quoted in some parts of section 2. 6. The statement of 
cont ribut ions by the authors for all papers is appended in Appendix 1. 
I end the t hesis w ith an afterword ret raci ng my experience through my PhD ca ndidature. 
8 
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2 Background and the study objectives 
2.1 Introduction 
This chapter out lines the background and rationale for t his thes is. The men' s health discourse 
started in the early 1990s in a few European cou ntries, Austra lia and the United States of 
America.(53, 54) Since then, the definition of men's heath has consolidated. However, in many other 
countries, including Malaysia, men' s health is a re lat ively new discipline. In th is chapter, the current 
definition of men's health is discussed, and the significance of men's health issues is outlined from a 
global perspective before focusing on the Malaysian context specifica lly. The reasons underpinning 
the present state of men's health and strategies to address these are also reviewed, highlighting 
gaps in the knowledge-base for improving men's health. The fina l two sections show how th is thesis 
attempts to address t hese gaps. However, before discussing the issues of men's health, an 
introduction to Ma laysia is provided as background to the setting where th is study was carried out. 
9 
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2.2 The study setting: Malaysia and its health care system 
Malaysia, constituting 13 states and th ree federal territories, is one of the more developed count ries 
in South-East Asia. The states of Sabah, Sarawak and the Federal Territory of Labuan are sepa rated 
by the South China Sea from Peninsular Malaysia, which comprises all the other states (Figure 2.1 -
edited figure taken originally from a web source: http://rj-gundam.blogspot.com/2010/08/merdeka-
independece-day_14.htm l). The total estimated popu lation in 2010 was 28.3 mill ion people, with a 
ma le to fema le rat io of 1.04. Malaysia is a mult i-ethnic cou ntry, w ith Malays being the majority 
(60%), fo llowed by the Chinese (23%), Indigenous (10%) and Indians (7%). In 2010, the crude birth 
rate was 18.8/1,000 populat ion, and the crude death rate was 4.9/1,000 population.(55) The adult 
literacy rate in 2008 was 92% and the gross national income per capita in the same year was 
US$13,740. (56) 
THAILAND 
South China Sea 
MALAYSIA 
Figure 2.1 Malaysia and its surrou nding countries 
Overall, the coverage of basic health needs is exce llent, with more than 99% of the Malaysian 
populat ion receiving improved drinking water and 96% having access to improved sanitation 
facili t ies.(56) The majority of t he popu lat ion have access to health care facilit ies, and in the 2006 
National Healt h and Morbid ity Survey, the mean distance to a nearest hea lth care faci lity was 5.7 
ki lometres. (57) However, there are a few remote areas in Sa bah and Sarawak where access to hea lth 
facilit ies is st ill a challenge. The infant mort ality and maternal morta lity rates have improved 
10 
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dramatically to 6/ 1,000 live births and 28/100,000 live births respect ively in 2007.(56, 58, 59) These 
statistics put Malaysia in t he 39th and 76t h positions respecti ve ly in rankings from 193 countries 
around the world.(56) 
Health services in Malaysia are provided by the public and pri vate sectors.(60) The public sector has 
a well established system where the first point of contact is primary health facil ities which are either 
maternity and child health centres or government polyclin ics. The publ ic primary health facilities act 
as the gate keeper where subsequent referral to secondary or tertiary care is made. However, 
patients can also access secondary and tertiary care directly via the emergency services availab le in 
the hospitals. The well established materna l and chi ld health services are the main reason fo r t he 
improved women's and chi ldren's health status in Malaysia.(58) The private sector also comprises 
primary care cli nics (general pract ice) and hospitals . They are mainly located in urban settings.(60) 
Patients can access private health care at any entry point. In other words, primary care services are 
offered in private secondary or even tertiary hospitals via their outpatient services. Therefore, most 
private hospitals provide one stop centre services covering primary to tertiary ca re. Hea lth screening 
or health check-up servi ces are readily available in all private facilities but only avai lable in 
government primary care facilities at government polyclinics as well as maternal and child hea lth 
centres; not at government hospital. There are also substantial differences between publ ic and 
private facil it ies in terms of the choices of medications, cost t o the patients,(61) doctors' workload, 
patients' socio-economic profile, practice infrast ructure, and support facilities. (62, 63) Health 
services in the publ ic cl inics are heavily subsidised by the government, w ith all patients only paying 
RMl to RMS (RM = Malaysian ri nggit; US$ 0.30-1.50) for a clin ic visit that includes consultat ion, 
investigations and medications. By contrast, the cost of visits to private clinics are borne by patients 
either out-of-pocket or via a third -party payer, which may range from RM30 to RM150 {US$10-50). 
Therefore, the cost to a patient of a health check-up in public facilities is much cheaper. However, 
waiti ng times for a hea lth check-u p is longer than in the private faci lities. 
11 
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2.3 The definition of men's health 
There is considerable debate about the defi nition of men's health . (42, 44, 64, 65) Men' s health is 
easily mistaken as an issue of mere differences between men and women, as appears se lf -evident 
from the term used. (13-15) Th is idea of difference is perhaps too simplistic;(48, 64) the only 
universal difference between men and women is probably the biological sex difference. Women' s 
health is generally confined to female genito-urinary and reprod uctive health, which also includes 
healthy motherhood, reprod uctive rights and family planning. Taken from this perspective, men's 
health would then involve issues about healthy fatherhood, and male genito-urinary and 
reproductive health. Hence, focusing the discussion on this distinction implies that all men and al l 
women are homogenous in their own group. However, most would disagree wit h t his definition, and 
wou ld argue that men's health should go beyond sexual and reproductive hea lth; (30, 44, 46, 48) it 
should also encompass illnesses predominant or specific t o men. (30, 64, 66) Many significant 
mortality and morbidities in men are non-sexual, organ-related illnesses like cardiovascu lar diseases, 
bowel cancer and unnatural death (suicide and accidental inj uries). (14, 67, 68) However, 
concentrating on ill nesses common or specific to men is insufficient. Closer examination of the data 
reveals that the morta lity and morbidity burden of men are related t o their gender roles in society 
and soc ial status.(42, 65) Amongst men, hea lth is not homogenous; there are differences in men's 
mortality and morbidity patterns across different socio-cu ltu ral and economic strata. (13-15) Hence 
gender issues and socia l determinants need to be considered in the definition of men's health.(29, 
42, 44, 65) With this in mind, the definition of men's health is complex and needs to be inclusive of 
men's health concerns and to differentiate between men and women. 
The World Health Organization defined health in 1948, as "a state of complete physical, mental and 
social wel l-being and not merely the absence of disease or infirmity" .(69) This high standard of 
health is difficult t o attain for many of us. Inferring it to men, it implies achieving a high standard of 
complete well-being for men. This broad concept of health is highly inclusive of many issues related 
to men, but at t he same time, it creates many interpretations of what actually constitutes complete 
12 
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well-being for men. Some aut hors have advocated also considering a layman's view of hea lth and 
well-being in the definition.(64) At present, many men's health forums and organisations have 
defined men's hea lth more explicitly. For example, the Europea n Men's Hea lth Forum (EMHF) has 
provided a more prec ise definition of men' s health : 
A male health issue is one arising from physiological, psychological, socio/, cultural or 
environmental factors that have a specific impact on boys or men and/ or where particular 
interventions are required for boys or men in order to achieve improvements in health and 
well-being at either the individual or the population level. (4) 
Another definition of men's health proposed by Porche et al. is: 
Men's health is a holistic, comprehensive approach that addresses the physical, mental, 
emotional, social, and spiritual life experiences and health needs of men throughout their 
lifespan.(53) 
Across t he boa rd, all definiti ons recogn ise a gender sensitive approach by high lighting the physica l, 
psychological, spiritua l, socia l, cultu ral or environmental needs of men, and they emphasise the 
unique intervent ions needed to add ress men's health issues.(45) Clarifying what constitutes psycho-
soc ial-cultural and environmenta l needs is important for pract ic ing hea lth care providers. For 
example, recent ly evidence has emerged showing t hat the psychology of men is complex and that 
the trad itiona l masculinity ro le of men is being cha llenged by newer concepts of mult iple 
mascul inities underpinni ng the psychology of men.(70-72) These concepts of mult iple mascu li nities, 
which wil l be described in section 2.6.1, have to be expla ined and clarified to practicing health ca re 
providers. Additionally, socia l factors that are relevant to men's health need to be highlighted. (44) 
These practica l clarificat ions are important for better targeted and more effective measures t o 
improve men's hea lth. Therefore, in my opi nion, men's health should be holistic including the 
physical, mental, emotional and spiri t ua l life experiences and take the consideration of layman's 
need in deciding t he focus as we ll as the strategies in the process of intervent ions. 
13 
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The definition of men's health has conso lidated throughout the years but the understanding of th is 
complex definition is also important and deserves more emphasis. Certai nly, PCDs, who have 
signif icant contact w ith the community(73) and are potentially the main care providers to men(47, 
74), need t o understand and be aware of th is complex definition. Al though many personal opinions 
and reviews have been written to educate PCDs on what men's healt h is and how to go about 
administering it,(30, 46-48, 75) there are very few publ ished studies identifying the doctors' 
perspectives and understanding of men's hea lth .(76) Instead, most studies have addressed doctors' 
views on male patients' help-seeking behaviour.(77-79) In a survey of As ian physicians' attitudes to 
the concept of men's health in Singapore, Korea and Taiwan, Yates et al. concluded that doctors 
from various disciplines of medicine, which included general practitioners, cardio logists, 
endocrinologists and urologists, may not have as clear an understanding of men's hea lt h as they do 
women's health.(76) Many of them had divergent opinions. (76) However, having only three Asia n 
countries involved and some degree of convenient sampling in th is study has lim ited the 
representativeness of the data. Furthermore, the quantitative approach used in the study to 
measure knowledge, attitude and practice risks missing important constructs in men's health from 
the doctors' perspective. 
Alt hough the study by Yates et al. did suggest differences of opinion over men's hea lth, no further 
conclusions were drawn. The interpretation of results was itself hampered by inherent 
methodologica l flaws. We are st il l unable to conclude what the current understanding of men's 
hea lth among doctors is. In conclusion, the concept and definition of men's health is most likely not 
clear to many practicing doctors . 
14 
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2.4 The significance of men's health: a global picture 
Men's health has attracted the attention of various discipl ines of health science and medical care 
because of the substantial disparity in the health statistics between men and women. The disparity 
is apparent if we compare the ir life-expectancy at birth (life-expectancy in short), disability adjusted 
life expectancy (DALE) and mortal ity rates. The sign if icance of men's health problems is also 
noticeable in the causes of death in men and the ir morbidity patterns. 
Although life-expectancy fo r men and women around the world has improved over the last few 
decades (Table 2.1), (56) the life-expectancy of men has almost always been shorter tha n women by 
an average of 3.9 years. (80) A similar pattern is also seen in a more detai led analysis among 
developed countries and Europe.(13, 68, 81, 82) However, the magnitude of the disparity between 
men and women varied in different countries. (13, 15, 68, 80) For example, men's life expectancy in 
Russia is about 10 years shorter than women, but in several Midd le Eastern countries the life 
expectancy for men is 1.5 yea rs longer than women. (80) 
DALE also shows a disadvantageous trend in men compared to women. In 1999, DALE, which 
indicates healthy life expectancy, was shown to be 1.4 years shorter for men compared to women. 
(80) In 2007, the hea lthy life expectancy for men was still shorter by an average of 2.9 years than 
women.(56) 
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Table 2.1 Life expectancy at birth in year 1990, 2000 and 2008 for se lected member 
states of World Health Organization (56) 
Men (years) Women (years) 
1990 2000 2008 1990 2000 2008 
Global 62 64 66 66 68 70 
Japan 76 78 79 82 85 86 
Austra lia 74 77 79 80 82 84 
Canada 74 77 79 80 82 83 
Singapore 73 76 79 77 81 83 
New Zealand 72 76 78 78 81 83 
Netherlands 74 76 78 80 81 82 
United Kingdom 73 75 78 78 80 82 
Belgi um 73 75 77 79 81 82 
Denmark 72 75 77 78 79 81 
USA 72 74 76 79 80 81 
Argentina 69 71 72 76 78 79 
China 68 70 72 69 73 76 
Malaysia 68 69 71 73 74 76 
Brazil 63 67 70 70 74 77 
Thailand 65 63 66 71 72 74 
Indonesia 60 64 66 62 66 69 
Bangladesh 55 61 64 54 61 65 
India 57 60 63 58 62 66 
Russian 64 59 62 74 72 74 
Bhutan 53 58 61 56 62 65 
Cambodia 57 55 59 60 61 64 
Tanzania 51 49 52 52 49 53 
Uganda 45 44 51 49 46 53 
Afghanistan 42 41 40 44 44 44 
Note: Only selected countries are presented because of space constraints . These 
selected count ries provide a global rep resentative picture. 
The death rates for adult men (probability of dying between 15 to 60 yea rs o ld per 1,000 population) 
across all regions in the world are also higher than for women.(83) In 2008, the ratios for adult ma le 
to female mortality rates in all countries in the world were more than 1.0, except in three countries 
(Tonga, Tuvalu and the Centra l African Republic). The rat ios we re more tha n 1.5 fo r more than half 
of the member countries of the World Health Organ ization.(56) The adult male mortality rates for 
selected countries ranged from 78-543/ 100,000 population compared t o 57-398 fo r the ir fe male 
counterparts (Figure 2.2) . 
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Figure 2.2 Adult morta lit y rate (probability of dying between 15 to 
60 years old per 1,000 population) for selected countries (56) 
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categories, including communicable diseases, non-communicable diseases and injuries (Table 2.2). 
{18, 84) Although Infectious diseases are still a major cause of death in developing countries such as 
Tanzania and Afghanistan, the major burden is non-communicable diseases (Table 2.2) . The common 
causes of death (in descending order) in men are cardiovascu lar diseases, injuries, road traffic 
accidents, cancers, violence, war, infectious diseases (includ ing HIV/AIDS) and chronic obstructive 
pu lmonary diseases (COPD).(18, 83) Although the causes of death and their ranking varied in 
different regions of the world and accord ing to differing socioeconomic status,(18) the WHO 
statistics published in 2008 indicate that almost all age-standardised death rates per 100,000 
population for common causes of death were higher in men tha n in women, with only very few 
exceptions (Table 2.3). A further ana lysis of six of these by White et al. involving accidents and their 
adverse effects, suicide, cancers, cardiovascu lar diseases, injuries, and chronic liver diseases among 
middle age adults in the major continents of the world, has also noted that men stood a higher risk 
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of premature death than women.(14) Data from the United States showed simi lar findings that the 
leading five causes of death for men were heart diseases, cancer, unintentional inju ries, stroke and 
chronic obst ructive pu lmonary disease, {68, 85) all of which are potent ial ly preventa ble or amenable 
to early intervent ion. 
Table 2.2 Age-standard ised death rates per 1000,000 people by category of causes, sex and selected 
countries (18, 84) 
Causes of death according to categories 
Infectious and Noncommunicable 
Selected All Causes parasitic diseases diseases Injuries 
countries Men women Men women Men women Men women 
Japan 488.8 261.4 10.6 6.2 376.5 210.9 57.0 21.5 
Aust ral ia 499.3 327.8 7.2 4.6 428.5 292.1 47.4 17.5 
Singapore 545 .2 368.3 11.8 6.0 412.8 284.5 38.3 16.7 
UK 605 .2 420.2 6.4 5.5 528.0 370.6 37.4 15.0 
USA 641.5 447.7 19.9 13.1 526.1 388.1 72.9 28.4 
Chi na 880.3 692.9 46.9 24.7 697.4 557.1 89.4 56.9 
Malaysia 952 .1 719.5 112.5 62.1 684.9 559.4 79.4 25.6 
India 1,303.9 1,111.3 198.5 151.0 776.8 651.3 136.2 95.6 
Russia 1,605.7 844.6 63.6 14.3 1,125.0 726.3 368.1 83.4 
Tanzania 2,117.2 1,929.6 729.7 752.5 906.1 806.7 197.5 65.4 
Afghanistan 2,498.4 2,236.8 448.3 438.5 1,513.9 1,095.7 127.0 63.8 
*U nited States of America 
t United Kingdom 
Note: Only selected countries are presented because of space constraints. These selected countries 
provide a globally representative picture. 
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Table 2.3 Age-standard ised death rates per 100,000 by selected diseases, sex and selected count ries (84) 
Disease 
Chronic Trachea, Se lf-
Cardiovas- obst ructive bronchus, Colon and Uninten- infl icted 
cular pulmona ry lung rectum Respi ratory Tubercu- tional injuries 
diseases disease cancers cancers infections Iasis HIV/ AIDS injuries (suicide) Violence 
Se lected 
countries Ml W§ M w M w M w M w M w M w M w M w M w 
Japan 129.S 80.8 8.3 1.7 36.9 9.8 19.6 11.9 42.1 20.7 2.2 0.8 0.1 0.0 27.2 10.9 29.3 10.1 0.5 0.5 
Austra lia 163.5 110.9 21.8 11.6 33.3 lS.9 19.6 13.1 10.8 8.6 0.1 0.1 0.9 0.1 29.6 12.5 16.0 4.2 1.8 0.8 
Si ngapore 191.9 137.7 22.5 6.9 38.9 14.5 21.4 14.4 80.3 59.7 4.1 0.8 2.1 0.7 21.7 7.3 13.6 8.9 1.9 0.5 
USA* 214.3 148.6 29.8 22.1 50.0 30.1 16.2 11.6 13.7 10.3 0.2 0.1 6.0 2.3 45.9 21.4 16.4 4.4 9.6 2.7 
UKt 216.5 139.2 28.7 17.6 43.0 23.9 21.4 13.5 27.0 24.0 0.6 0.4 0.4 0.3 23.2 10.7 10.9 3.3 3.1 1.0 
Malaysia 287.3 259.7 67.7 34.9 40.4 13.8 20.0 17.0 63.3 53.7 26.6 13.3 12.2 3.1 49.6 17.7 11.2 5.2 17.9 2.3 
China 297.8 260.4 131.5 117.7 42.9 19.0 10.7 7.0 22.7 21.6 24.1 10.9 2.2 0.6 70.2 37.5 16.0 18.0 2.8 1.3 
Tanzan ia 388.2 400.5 59.8 25.0 11.5 1.5 4.9 5.0 195.7 156.3 104.2 43.8 360.4 464.4 122.4 46.8 17.5 7.8 57.0 10.7 
India 409.7 353.0 102.3 79.0 16.6 3.4 5.9 4.4 121.6 109.7 45.3 23.9 16.6 6.1 101.8 74.9 22.7 14.3 8.6 4.4 
Russia 773.4 529.3 24.0 5.8 51.9 7.1 21.1 17.5 34.1 9.6 43.5 6.3 13.9 4.0 256.3 61.9 58.6 8.9 43.3 11.4 
Afghani stan 820.5 611.7 46.8 33.1 27.4 6.1 11.3 6.3 270.l 282.6 82.1 75.1 0.0 0.0 99.1 50.3 4.9 8.6 6.5 0.9 
* United States of America 
tUnited Kingdom 
:j:Men 
§Women 
Note: On ly se lected countries are presented beca use of space constraints. These selected countries provide a global ly rep resentative pictu re. The 
numbers in italics denote higher morta lity rates for women compared to men . 
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When analysing disease burden, disability-adjusted li fe year (DALY) provides a better measurement than 
death rates. DALY takes into account fata l and non-fatal outcomes, which makes the comparison of t he 
burden of diseases with different mortality rates possib le. One DALY in a disease is equiva lent to one 
lost year of hea lth due to premature death or disabi lity caused by the disease.(18) Simi lar to the pattern 
seen in age-standardised death rates, in 2009, the age-standardised DALYs per 100,000 population for 
common diseases in men were higher than in women (Table 2.4). The on ly exceptions were COPD 
(women have higher DALYs in Australia, Japan and the United Kingdom), respiratory infection (women 
have higher DALYs in Afghan istan), HIV/AIDS (women have higher DALYs in Tanzania) and self-infl icted 
injuries (women have higher DALYs in China and Afghanistan ). In the categories of unintentional injuries 
and violence, the age-standardised DALYs for men are a few times higher than women (Table 2.4).(18) 
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Table 2.4 Age-standardised disabil ity-adjusted life years (DALYs) per 100,000 by disease, sex and se lected countries (84) 
Disease 
Chronic Trachea, 
Cardiovas- obst ructive bronchus, Co lon and Uninten- Self-
cular pulmonary lung rectum Respiratory Tubercu- tional infl icted 
Selected diseases disease ca ncers cancers infections losis injuries injuries Violence 
countries M:t: W§ M w M w M w M w M w M w M w M w M w 
Austra lia 1,236 714 490 249 139 60 3 1,173 449 386 110 85 32 
Japan 1,281 6S7 127 2S7 131 100 700 322 606 238 24 16 
Singapore l,SS3 860 182 268 43 320 23 29 615 247 261 194 94 29 
UKt 1,727 974 389 318 124 22 691 310 258 81 94 28 
USA* 1,876 1,206 470 397 12 as 68 1,323 641 110 347 91 
China 2,129 1,761 1,036 366 341 200 24 2,174 1,256 349 103 42 
Malaysia 2,602 1,886 534 328 387 318 117 1,448 609 113 483 62 
Tanzania 3,405 3,652 541 102 4 2,894 1,048 12,020 3,626 1,479 139 1,546 294 
India 3,846 3,180 961 139 1,790 568 194 3,103 2,439 543 429 225 109 
Russia 8,741 4,1S0 292 528 172 56 195 192 187 7,185 1,870 1,400 206 1,349 359 
Afgha nistan 10,772 6,261 598 320 194 102 9,896 1,681 1,492 0 4,240 2,341 153 351 23S 47 
t United Kingdom 
*U nited States of America 
:j:Men 
§Women 
Note: Only se lected countries are presented beca use of space constraints. These se lected countries provide a global ly representative picture. 
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Furthermore, men's relat ively poor health status is not only reflected in the mortality and disease 
burden statist ics, but is also reflected in the high prevalence of risk factors for common causes of 
death and ma le-specific illnesses. 
The main diseases that cause death in men share many common risk factors, such as smoking, 
alcohol, hypertension, hypercho lesterolaemia, obesity, diabetes, sedentary lifesty les, unhealthy 
dietary habits and high risk behaviour such as violence and addictions. These risk factors are on the 
rise globa lly, especially in developing countries, as peoples are aging and changing to more sedentary 
lifestyles.(15, 86, 87) In developed countries, all these risk factors rank in t he top seven risk factors 
contributing to DALYs. In developing countries, these risk factors are also in the top-ten list along 
with nutritional deficiency and communicable diseases.(86) Although t he increase in prevalence for 
these risk factors is occurring in both men and women, it indicates a particular concern for men. 
High alcohol consumption and smoking are predominantly men's concerns. Even though the 
preva lence of men who smoke in some countries (Austra lia, Sweden and Brazi l) is decreasing, it is 
sti ll increasing in many low and middle income countries. {86, 88, 89) The globa l prevalence of adult 
(2:15 years old) male smokers in 2006 was 41.1% with a range of 9.0% (in Ethiopia) to 70.1% (in 
Russia), whereas the prevalence of smoking amongst females in the same period was 8.9% with a 
range of 0.2% (in Morocco and Algeria ) to 54.0% (i n Nauru).(56) Men account for four fifths of all 
smokers.(88) Furthermore, smoking is more detrimental to men than women.(90) On the issue of 
alcohol consumption, in all regions of the world men drink more alcohol than women. In a review by 
Rehm et al., 45% of men practised total abstinence from alcohol compared to 65% of women .(91) In 
2004, 6.3% of total deaths in men globally were attributable t o alcohol intake, compared to only 1.1% 
in women. Also in the same yea r, 7.6% of all DALYs in men globally were attributable to alcohol 
intake compared to 1.4% in women.(91) 
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Other risk factors such as hypertension, hypercholesterolaemia, unhealthy diet, obes it y and diabetes 
are also preva lent. In 2000, the estimated global prevalence of hypertension for men was 26.6%. It 
was projected that by 2025, 29% of men will have hypertension . The stat isti cs for women were 26.1% 
and 29.5% respectively.(92) Obesity is also an increasingly major health risk factor. Although obesity 
(overweight and obese) is more preva lent in women, in 2000, the prevalence of obesity in men was 
over 20% across different regions of the world except Africa. In some part s of America and Europe, 
the preva lence in men was >60%.(93) A more recent review from data taken in the years 2005-2008 
indicates that t he preva lence for both men and women is increasing. Besides China, India and 
Indonesia, the prevalence of obesity exceeded 30% fo r most countries. The global average fo r 
obesity was 66% (50% overweight and 16% obese).(94) On the oth er hand, t he estimated prevalence 
of diabetes in 2000 was about 10% in the 55-59 age group.(95) Diabetes increases with aging and the 
preva lence rates across different age groups are also on the rise because of more sedentary lifestyles, 
unhealt hy diet and obesity.(95) Globally, the prevalence of diabetes in men is similar to women but it 
is sl ightly higher for men less than 60 yea rs old.(95) 
Male specific disorders such as sexual dysfunction and prostate disorders are also increasingly 
acknowledged to have a significant impact on men's morbidity. Erecti le dysfunction is a common 
male sexual disorder. The prevalence of erectile dysfunction increases with aging. In a review 
published in 2002 and a multinationa l study in 2004, the prevalence ranged from 2% for men 
younger than 40 years to 71% fo r men older than 70. (96, 97) More importantly, it is associated with 
card iovascular risk factors (98-101) and predicts future events of cardiovascu lar related diseases such 
as diabetes, hypertension, hyperlipidaemia and angi na . (10) Unfortu nately, although prevalent and 
having a significant impact on health, erect i le dysfunction is often under-reported by patients.(23, 24) 
Premature ejaculat ion is another common sexual dysfunction in men that has a significant impact on 
men' s hea lth. In contrast to erecti le dysfunct ion, the prevalence of premature ejaculation does not 
increase wit h aging. In a few reviews and mu lti nationa l stud ies between 2005 and 2010, 20% to 30% 
of men across age groups and count ries were reported to suffer from prematu re ejaculation. (102-
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104) The prevalence was noted t o be as high as 66% in primary care settings in Germany.(104) The 
preva lence could range from 31% in t he United Ki ngdom(l0S) to 40.6% in Malaysia.(106) Even w ith 
such high prevalence, very few patient s (a n estimated 9% of men with premature ejaculation) seek 
help.(107) These t wo common sexual dysfunctions have a substa ntial impact on men's quality of life, 
with men who suffer from these sexual dysfunctions having significant psychosocial morbidit ies and 
relationship problems.(107-111) Prostate disorders are also common but often under- reported in 
men. Lower uri nary tract symptoms (LUTS) is the most common prostate disorder, w ith a reported 
preva lence of 13% to 69% depending on age group.(112-115) However, only 11-18% of men with 
symptoms of LUTS were noted to seek t reatment .(25-27) Men with LUTS have a lower quality of 
life(116, 117) and the symptoms of LUTS limit men's daily activiti es.(118) 
From a global perspective, men are disadvantaged in many aspects of health compared to women. 
They have shorter life-expectancy at birth, shorter healthy li fe-expectancy and higher mortality rates 
in the common causes of death. The disturbi ng fact is that the causes of death are overwhelmingly 
lifestyle related and hence preventa ble or amenable to intervention. Also, many of the morbidities in 
men such as sexual dysfunct ions and lower urinary t ract symptoms are not reported to health ca re 
providers, and hence they are deprived the opportunity of effective t reatment. It would be 
inte resti ng to examine what men's health is like in the loca l context in Malaysia. 
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2.5 Profil e of men's health in Malaysia 
The overall hea lth status of Malaysia is in between developed and developing countries as described 
in section 2.4. The life expectancy of men at birth (l ife expectancy) also conforms to the globa l 
pattern, wit h a difference of 4.8 yea rs between men and women. Life expectancy in Malaysia was 
71.7 years for men and 76.6 years for women in 2010.(119) Hea lthy life-expecta ncy, defined as the 
period of life w ithout sign ificant disability, is 62 years for men compared to 66 for women. This 
section wil l provide a more detailed account of Malaysian men's health profile. 
2.5.1 Mortality rate and causes of death in Malaysian men 
The adu lt morta lity rate reported by t he WHO in 2007 fo r men aged 15 to 60 yea rs old was 
almost double t hat of women (Figure 2.3).(120) Compared to t he data in 1990 and 2007, the 
decline in morta lity rate for females was 30 per 1000 population since 1990 compared to 
only 25 per 1000 for ma les.(120) 
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Figure 2.3 Adult mortality rates in M alaysia from 1990 to 2007 
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Local published data from the Malaysian Department of Statistics in 2008 showed that the 
number of deaths in men was higher in all age groups compared to women (Figure 2.4).(121) 
The discrepancy in total number of deaths was particularly high in the 15-64 age group 
(Figure 2.4), which indicated that a great proportion of men died at a younger age than 
women. With the overa ll improvement in socioeconomic status in Malaysia since 
independence in 1957, the major ca uses of death in Ma laysia have shifted from 
communicable diseases to chronic non-communicable diseases such as cardiovascular 
disease.(58) Hypertension was noted to be an important hea lth risk as early as 1975.(122) In 
2004, non-communicable diseases contributed to 55% of years of life lost compared to 28% 
from communicable diseases and 17% from injuries.(56) In 2008, the most common cause of 
death in men was ischaemic heart disease (Table 2. 5), wh ich constituted 14.4% of total 
certified deaths. Other important causes of deat h in men were t ransport acc idents, 
pneumonia, cerebrovascu lar disease, sept icaemia and chronic lower respira t ory diseases 
(Table 2.5).(121) Transport accidents have never been in the top five causes of death among 
Malaysian women. Overa ll, cancer was the seventh most common cause of medically 
certified death and t he second most common cause of non-medically certified death in 
Malaysia. (121) In 2004 and 2005, the most common ma le cancer in peninsu lar Ma lays ia 
(data from East Ma laysia were incomplete) was co lorectal cancer, which comprised 14.5% of 
overa ll cancer incidence. This was followed closely by respiratory (trachea, bronchus and 
lung cancer) (12.2%) and nasopharyngeal cancer (7.8%). (123)However, respiratory cancer 
was the leading cause of death involving cancer.(124) Besides septicaemia and pneumonia, 
all the other important causes of death are lifestyle related. Thus, the male morbidities 
leading to these causes of death wa rrant further review. 
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uncertified 
certified 
all age groups 
65+ 
15-64 
<1 yea r 
1:21 Female 
□ Ma le 
10,000 20,000 30,000 40,000 50,000 
Number of death 
Figure 2.4 Tota l number of deaths in Ma laysia in 2008 
(From the Department of Statistic, Malaysia)(116) 
Table 2.5 Five principal causes of death (medical ly certified) in different age groups of men 
in Malaysia, 2008(121) 
Aged 15-64 Aged,: 65 
Total number of death, n=26,412 Total number of death, n=l 7,935 
Category of causes of death % Category of ca uses of death % 
lschaemic heart disease 14.4 lschaemic heart disease 16.3 
Transport accident 7.9 Pneumonia 8.9 
Pneumonia 6.6 Cerebrovascular disease 7.7 
Cerebrovascula r disease 5.8 Septicaemia 5.8 
Septicaemia 5.6 Chronic lower respiratory 4.6 
diseases 
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2.5.2 Male morbidity patterns in Malaysia 
According to the Malaysian Burden of Disease and Injuries Study 2000, the disease 
accou nting for t he largest share of disease burden in men was card iovascular disease, which 
contributed to 20% of the total DALYs in men (Figure 2.4).(124) Therefore, modifiable 
cardiovascu lar risk factors are among the most important morbidities in men. The top five 
categories of illness (excluding respirat ory disorders) that cont ributed to DALYs will be 
reviewed in t urn. Although respiratory disorders were an important disease burden in men, 
the main contributing disease was lower respiratory tract infection and COPD. Lower 
respiratory tract infect ion is reviewed under the category of infection whi le COPD is primari ly 
as a result of smoki ng, and thus the burden of smoking is reviewed instead. Bes ides these 
non-sex specific disorders, prostate disorders and sexual hea lth also constitute major 
morbidities in Malaysian men . 
■ Cardiovascular diseases 
■ Unintentional injui ries 
■ Infectious diseases 
■ Mental disorders 
■ Respiratory disorders 
■ Cancer 
■ Sense organ disorders 
■ Respiratory infections 
■ Perinata l conditions 
Digestive system disorders 
Others 
Figu re 2.5 Disability-adjusted life years (DALYs} by disease categories in 
ma les in Ma laysia, 2000 
2.5.2.1 Cardiovascular risk factors 
The prevalence of modifiable cardiovascular risk factors in men has escalated 
compared to the findings of the first National Health and Morbidity Survey (NHMS) 
conducted in 1986. In the NHMS Il l 2006, besides lifestyl e r isks, hypertension was 
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found to be the most prevalent modifiable ri sk factor among men aged 18 years and 
older (33.2%). (57) This was foll owed by hypercholesterolaemia, defined by fasting 
total serum cholesterol of 2: 5.2 mmol/L (18.6%), and diabetes (11.9%). Among men 
who were diagnosed with hypertension and hypercholesterolaemia, on ly 31.5% and 
21.3% respect ively, were aware of their condition. Of the 11.9% of men who were 
diagnosed with diabetes, up t o 5.1% were newly diagnosed at t he time of t he survey 
based on a modified glucose tolerance test. The preva lence of impaired gl ucose 
t ole rance (IGT) in men was 5.2%. It was likely that men with IGT would not have 
known their glucose to lerance status prior to the survey. Abdominal obesity and 
general obesity, which were defined as a waist ci rcumfe rence (WC) of more than 90 
cm and a body mass index (BMI ) of 2:30, were noted in 7.3% and 10.0% respect ively 
of the ma le respondents. The lifestyle risks related t o cardiovascular disease were 
more prevalent than hypertension. The preva lence of current adult male smokers 
was 46.6%, and the prevalence of physical inactivi ty was 35.3%. In addition to the 
NHMS Ill, t here were other smaller community studies that also investigated 
cardiovascular risk in urban or rural settings (Table 2.6) .(99, 125-130) Although the 
preva lence of hypertension and hypercholesterolaemia in men was sim ilar in urban 
and rura l settings, the prevalence of obesity and diabetes in urban settings was more 
than twice those in rural settings. In contrast, smoki ng was more common in rural 
sett ings (Ta ble 2.6). The prevalence of hypercholesterolaemia in loca l and regional 
studies was higher than t hat reported in the NHMS Il l because the men in the sma ller 
studies were older. Nevertheless, t he prevalence of all cardiovascular risk facto rs was 
high. Except for smoking, the prevalence of cardiovascular risk factors increased with 
age.(57) 
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Table 2.6. Prevalence of ma le card iovascular risk factors in urban and rural settings 
Cardiovascular risk 
factors 
Hypercholesterolaemia 
(TC >5.2 mmol/L) 
Obesity (BM I>25) 
Hypertension 
Diabetes 
Smoking 
Prevalence 
Urban settings(99) 
70.1 
65.8 
30.2 
21.4 
19.1 
Rural settings 
73.0 (125) 
5.7 - 38.7(125-127) 
12.2(128)-29.8(125) 
4. 7(125 )-10.5(130) 
52 .2(125)-52.8(129) 
High prevalence of cardiovascular risk factors among men is of concern to primary 
care services as almost all these risks can be readi ly identified in the cl inics, and 
effective intervent ions for these ri sk factors have been proven to reduce 
cardiovascular mortality. 
2.5.2.2 Unintentional injures 
In the Ma laysian Burden of Disease and Injuries Study 2000, injuries cont ributed to 
13% of total DALYs in men .(124) This was considerably higher than for women, in 
whom inju ries only contri buted to 5% of their t ota l DALYs.(124) The types of injuries 
included injuries from transport, occupationa l and other socia l activities. In men, 
road tra ffic accidents accounted for approximately 62% of the tota l burden of 
injuries. The DALYs due to road traffic accidents was approximately f ive times higher 
in men than in women.(124) In the more recent NHMS 2006, the incidence of non-
fatal unintentional inju ries w ithin t he last yea r was 16.2%. Compared to fema les, 
males accounted for the majority of the inju ries sustained in schools (7.0% versus 
6.0%), at work (4.8% versus 3.1%), on the road (4.4% versus 2.5%) and du ring 
recreational activities (1.7% versus 0.7%). The only exception was injuries susta ined 
at home (6.5% versus 6.8%).(57) The high incidence of unintentional injuries in men 
is also a concern as most of t hese injuries are preventable. Although men ca n be 
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advi sed on safety and avoidance of injuries in primary care consu ltations, effect ive 
strategies to reduce the incidence of unintentional injur ies is best implemented from 
a publ ic hea lth perspective. 
2.5.2.3 Infectious disease 
Although communicable diseases may not be the most important disease burden in 
men, t hey nonetheless cont ributed to 10% of the tota l DALYs compared t o 8% in 
women. The majori ty of t he burden in men {62%) is due to sept icaemia, followed by 
lower respi ratory infect ions and HIV/AIDS. The majority of septi caemia and lower 
respiratory infect ions occurred in old age. For most infectious diseases, men have 
higher DALYs compared to women, particula rly fo r t uberculosis and HIV infect ion 
{Figure 2.6).(124) Whil e prevention of sept icaem ia and lower resp irat ory infect ion is 
difficu lt, prevention of HIV infect ion and tuberculos is is feasible and necessary. Aga in, 
prevention of HIV and tuberculosis is more effectively carried out from a public 
hea lt h perspective. 
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Septicaemia 
Lower respiratory infections 
HIV/AIDS 
Tubercu losis 
Other infections 
Meningitis 
Diarrhoea l Diseases 
Hepatitis 
Dengue 
STD's excluding HIV 
Mala ria 
20,000 40,000 
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Disability adjusted life years (DALYs) 
80,000 
Figu re 2.6 The burden of infect ious disease by sex in Malaysia in 2000 
(From the Malaysian burden of disease and injury study, 2000)(119) 
2.5.2.4 Mental health 
Based on the Malaysian Burden of Disease and Injury study 2000, mental disorders 
accounted for 8% of the tota l DALYs in men.(124) DALY is a better indicat or of the 
burden of mental disorders as on ly 3% of t he burden is due to mortality. Overa ll, t he 
main disorders contribut ing to the bu rden of mental health were major depression, 
drug abuse, self-infl icted inj uries, alcoho l, anxiety and violence. Besides major 
depression and anxiety, the other mental disorders were predominantly male 
problems, especially drug and alcohol abuse (Figure 2.7). Even then, major 
depression accou nted for 45% of the burden of mental disorders in men.(124) 
Intentional injuries accounted for 1.7% of DALYs for t he tota l population. Up to 98% 
of the burden from intent ional injuries was due t o mortality from the injuries. The 
ma in causes fo r intent ional inj uries were self-inflicted inju ri es (suicide) and violence 
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(including homicide). For both causes, the DALYs for men were two to three times 
higher than those for women (Figure 2.7). 
Major depression 
Drug abuse 
Self-inflicted (suicide) 
Anxiety 
Violence 
20,000 40,000 
121 Female 
□ Ma l e 
60,000 
Disability adjusted life years (DALYs) 
Figure 2.7 The burden of mental disorders by sex in Malaysia in 2000 
(From the Malaysian burden of disease and inj ury study 2000)(119) 
80,000 
In the more recent 2006 NHMS 111, the overall prevalence of psychiatric morbidity, as 
measured by the General Health Questionnaire (GHQ-28), was 11.2% (men: 10.4%, 
women: 12.1%). The overa ll prevalence of acute su icida l ideation was 6.4%, and the 
preva lence of chronic suicidal ideat ion was 26%. Among those w ith acute suicidal 
ideation, the prevalence in men was 5.9%, whereas the prevalence in women was 
6.7%. As for chronic suicida l ideation, the prevalence in women was also slightly 
higher {25.8%) than in men (25.0%) . The overa ll prevalence of acute insomnia was 14% 
(men : 13.1%, women : 15.1%). In terms of chronic insomnia, the overall preva lence 
was 47.8% (men: 45.5%, women: 50.1%) . In addition to the above data, other sub-
scales measured by the GHQ-28 include depression, anxiety, and socia l dysfunction. 
In terms of the depression sub-scale, females had a significantly higher depression 
score (mean of 1.2, 95% Cl 1.2-1.3) compared to males (mean of 1.1, 95% Cl 1.0-1.1). 
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Similarly, females had a significantly higher anxiety subscale score at a mean of 3.3 
(95% Cl 3.2-3.4) compared to males, with a mean of 3.0 (95% Cl 2.9-3.1). However, 
no gender differences were observed in the social dysfunction subsca le scores. 
In summary, the proportion of men who suffer from mental disorders was 
significantly lower t han that of women. However, men contributed to the majority of 
deaths caused by suicide and the high DALYs due to drug and alcohol dependence. 
The low prevalence of menta l disorder but high suicida l rate may imply that men 
delay seeking help for menta l disorders. Therefore, early identificat ion of mental 
problems is an important step to improving men's mental hea lth. 
2.5.2.5 Cancer 
In the Ma laysian Burden of Disease and Injuries Study 2000, cancer was responsible 
for 6% of the tota l DALYs in men.(124) According to the national cancer registry, over 
a period of three years from 2003 to 2005, the age-standardised male cancer 
incidence was 136.9/100,000 population compa red to the female incidence of 
156.9/100,000 population in Pen insular Malaysia.(131) However, excluding sex-
specific cancer types, the incidence rates of common cancers were higher in men 
than in women (Figure 2.8). The most common cancer in men was colorectal cancer, 
which accounted for 14.5% of the tota l incidence of cancer. This was fol lowed by 
lung cancer (12.2%), nasopharyngeal cancer (7.8%; mainly among Chinese), prostate 
cancer (7.3%) and leukemia (6.5%). The age-standardised incidence of prostate 
cancer was 12.0/ 100,000 population in 2005, which was higher t han the incidence of 
10.3/ 100,000 populat ion in 2003.(131) Testicular and penile cancers were re latively 
uncommon, and the age-standardised rates were only 1.1 and 0.3/100,000 
population, respectively. The epidemiology of cancers is changing. In 1985, the three 
most common sites of male cancers in East Malaysia were the lymph nodes, 
nasopharynx and skin.(132) Simi larly, in 1994, a regional survey and a local registry in 
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Peninsular Malaysia documented that the five most common male cancers were lung, 
nasopharynx, stomach, urinary bladder and rectum.(133) Colorectal and prostate 
cancers were not on t he list of the five most commo n cancers. How ever, a more 
recent audit of cancer cases treated at a te rtiary referral centre in 2008 found a four-
fo ld increase in the numbers of colorectal cancer treated at t he hospital since 2000. 
The number of prostate cancer treated also increased from fewer t han fou r cases 
treated in 2000 t o 25 cases in 2007.(134) Therefore, cancer screening is a legit imate 
agenda if there is mo rta lity or morbidity benefit to be had from the screening. 
Colorecta l 
Lung 
Nasopharynx 
Haematopoiet ic system 
Unknown primary 
Lymphnodes 
Breast 
Prostate 
Cervix 
Corpus Uteri 
Ovary 
0 10 20 30 40 
Incidence rate per 100,000 population 
r;J Female 
□ Male 
50 60 
Figure 2.8 Age sta ndardised incidence of cancer per 100,000 population by sex 
in Peninsula r Malaysia, 2003-2005 
(From the National Cancer Registry, 2005)( 126) 
2.5.2.6 Prostate and male lower urinary tract syndrome {LUTS) 
To date, there have been no large-scale nationa l studies on prostate disorders in 
Malaysia. However, there have been several local studies on the preva lence of 
prostate disorders. Two st udies involved men who were randomly se lected from the 
comm unity: the Subang men's health study(99, 135) and the Penang study.(136) In 
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the study on urban men older tha n 40 from Subang, the prevalence of a self-
reported 'prostate problem' in 2003 was 11.4%. However, the prevalence of LUTS in 
the same study, as defined by the International Prostate Symptoms Score (IPSS) scale 
of >8, was 29.0%.(99, 135) In 2006, the Penang study, w hich included both urban and 
rural respondents from the same age group, revealed that the prevalence of LUTS 
with t he same definit ion was 6.2%. Two other community studies that used 
convenience sampl ing methods documented prevalence of 34%(137) and 58.5%.(115) 
The higher of these two rates is most likely an over-estimation as they recruited men 
above the age of 50, compared to 40 in the two former community surveys. In an 
attempt to assess publ ic awareness of ben ign prostate hypertrophy, Za inal et al.(22) 
recru ited 200 men aged 40 years and above, w ho were admitted to a dist ri ct hospital 
in 2005 in order t o assess the ir leve l of awareness. Despite 76% of the men being 
symptomatic for LUTS, 90% of the respondents were unaware of the ir cond ition.(22) 
Prostatit is was another prostate disorder in which the epidemiology of the disease 
was studied. In a survey of randomly selected men aged 20-50 years from Penang, 
the prevalence of ch ronic prostatitis was 8.7%.(138) Prostat itis was believed to be 
under-diagnosed as less than 1% of the men treated in primary care settings in the 
same location were diagnosed with chron ic prostatiti s.(139) 
2.5.2. 7 Male sexual health 
The Globa l Study of Sexual Attitudes and Behaviours,(140) w hich surveyed men aged 
40 years and above, showed tha t 91.1% of Malaysian men had been sexually act ive 
within the last 12 months. Erect ile dysfunction (ED) is the most commonly studied 
ma le sexual health cond it ion in Malaysia . A tota l of five large-scale community 
surveys on the epidemio logy of ED were identified. One of the studies was pa rt of a 
mult i-national study on sexual health .(140) The reported prevalence of erectile 
dysfunction ranged from 17.2%(140} to 53 .6%.(99, 136, 141, 142) The lowest 
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prevalence rate was reported by Nicolosi et al.(141) in a multi-national st udy. 
However, that study had a low response rate of 16% in Ma laysia. The findings from 
the other t hree loca l studies were more consistent and showed that the preva lence 
of moderate to severe ED, which was defined as an II EF-5 (I nternat ional Index of 
Erecti le Function-SJ score less than 17, ranged from 37 .3% to 53.6%.(99, 136, 142) 
The prevalence of ED increased with age. In the 40-49-year age group, the 
prevalence was 4.8%, followed by 22.2%, 40.3%, 79.5% in t he 50-59, 60-69 and 2:70-
year age groups, respectively.(136) There was no association between ED and 
ethnicity (Malay, Chinese, lndian).(99, 142) However, there were sign ificant 
associations bet ween ED and obesity,(99, 136) smoking,(136) diabetes,(136, 142) 
hypertension(136, 142) and depression.(99) Despite the high prevalence of ED, it was 
often not se lf reported. A comm unity survey involving 1046 men aged 40 and above 
in an urban area found that only 21% of men se lf-reported ED, despite 65.5% of 
them having been noted to have some form of ED from a more objective assessment 
using an II EF-5 questionna ire.(28) 
Premature ejaculat ion (PE) is another male sexual health condit ion that has been 
studied.(142) In a study by Quek et al. on PE that involved men older t han 20 years in 
an urban sett ing, the prevalence was 22.3%. The study used a self-reported 
intravaginal ejaculat ion latency time (IELT) of :s2 min as the definition of PE. Its 
preva lence was found to be t he highest (17%) among men aged 20-29 years, 
fo llowed by 13%, 9%, 1% and 0% for the 30-39, 40-49, 50-59 and 2:60-year age 
groups, respectively.(142) A more recent study using a questionnaire (Premature 
Ejaculation Diagnostic Too l) in a prima ry outpat ient sett ing noted a preva lence of 
40.6%. (106) 
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In summary, the status of men's healt h compared to women's health in Malaysia is similar to the 
pattern observed worldwide. The main causes of death in men are non-communicable diseases. The 
preva lence of modifiable risk factors contri buting to the cause of death is high. The main causes of 
death are cardiovascular disease and injuries (i ncluding traffic accidents).These disorders and their 
associated risk factors are preventable or amenable to early interventions. Risk factors, such as 
smoking, hypertension, hypercholesterolaemia, diabetes and risk-taking behaviour, can be managed 
using effective interventions (for example, death from injuries cou ld be reduced with modifications 
of risk-taking behaviour). Cancer-re lated death is also becoming a major health problem among 
Malaysian men, with an increasing incidence of colorectal, lung, laryngeal and prostate cancers. 
Many of these risk factors and cancer incidences are increasi ng at an alarming rate. (12) Ma le 
uro logical cond itions and sexual health problems are also prevalent. What is more worrisome is t hat 
many of these risk factors or disorders such as hypertension, diabetes, IGT, hypercholesterolaem ia, 
LUTS, and ED are under-detected . Even though there is no objective evidence of under detection of 
PE, the formal diagnosis rate of PE in the clinics is fa r from the prevalence noted in the survey. 
Al though women have a higher self-reported preva lence of mental disorders compa red to men, men 
have higher death rat es due to su icide. This suggests t hat men may not recognise or report their 
mental problems but rather may allow their illness to progress before seeking help, although men 
also tend to use more lethal means than women. The shorter life expectancy and the high prevalence 
of modifiable health ri sks among men w ill continue to be important health issues as long as they 
remain undetected or under-reported. These problems w ill escalate as Malaysia develops due to 
increasingly sedentary lifestyles and a rapid ly aging population.(143 ) Therefore, preventive measures 
and early diagnosis of the issues faced by men are needed both from public hea lth and primary care 
perspectives. 
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2.6 Reasons for men's poor health: a global and Malaysian perspective 
The differences in mortality and health status between men and women have prompted st udies to 
ident ify the causes of these differences. Since most of the data establishing t hese differences are 
from epidemiological st udies wh ich com pared bio logica l sex facto rs, it would be logica l to begin 
looking at biological explanations.(144) Certainly, the sex hormone oestrogen and the genetic make-
up of 46+XX may confer some protection to women's hea lth.(82, 144, 145) However, there are many 
pointe rs in the evidence that the underly ing ca uses could be more t ha n just biologica l sex differences. 
For example, although the life-expectancy of men is generally shorter tha n women, the magnitude of 
these differences vari es significantly from count ry to count ry.(80, 120) This can be clea rly 
demonstrated from the data above where men from countries wit h higher socioeconomic stat us 
have longer life expectancies than those from count ries w it h lower socioeconom ic status. The 
plausible explanat ion for t his variat ion would be environmental differences between these 
countries.(43, 80) These environmental differences are not limited to bu i lt surroundings but also the 
sociocu lt ural norms. Also, the main risk factors of the common causes of death among men such as 
cardiovascular diseases, lung cancers, COPD, accidents and injuries are lifestyle and behaviour 
re lated, which are non-sex specific, such as smoking, alcohol, high risk occupat ions and high ri sk 
behaviours.(68, 82) These causes of death are environmental in origin. Hence, many reviewers have 
agreed on the complex interactions between biologica l factors and the psychosocia l characteristics of 
men underpinning men' s poor health status.(37, 40, 43, 44, 82, 144, 146-149) In fact, bio logica l 
factors cont ribute minima lly to t he differences in morta lity and morbidity patterns in ma le and 
fema le hea lth. (40) 
The re lat ionship between the psychosocia l characteristics of men and men's poor health status has 
been reviewed and studied. The psycho logy of men re lating t o health, which includes men's 
mascul ine behaviour and poor engagement with health se rvices, has been implicated in the ir poor 
hea lt h status.(37, 82, 150) The social determinants of health, which include the gender re lations 
between men and women and t he adverse socia l conditions su rrounding the life of men, have also 
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been suggested to have adverse effects on men's health.(40, 42, 44) These two sets of factors are 
often insepa rable and exert influence on each other.(37, 43) A thi rd factor, the delivery of health 
services, has also been suggested to play an important ro le in cont ributing to men's poor hea lth 
status.(40, 48, 50) Indeed, health service del ivery is one of the components in the soc ial st ructu re of 
our life. Each of t hese factors w ill be reviewed below. 
2.6.1 Men's health-seeking behaviour 
Men's hea lth-seeking behaviou r is greatly influenced by the society and cu ltu re su rrounding 
them . (37, 42, 43) As argued by Courtenay, society shapes how men conceptual ise hea lth and 
hence their health-seeking behaviors. Men adopt a set of masculine health behaviors, such as 
being stoic, tough and able to take care of themselves, in order to demonst rate their 
manliness in t he society because society expects th is of men. In so doing, men also 
cont ribute to the construction of the mascul ine image in society.(37) The image of manliness 
in society is reflected through engaging in risk taking behaviour,(151) violence,(39, 151) poor 
hea lth promotional behaviour(40, 151) and poor hea lth care util isat ion.(38, 150, 152-154) 
Men wit h ill nesses and psychologica l ailments are considered weak. Hence, men t ry ha rd to 
portray a hea lthy and st rong image.(37) Men will only engage in health promotion within the 
bounda ri es accepted by society.(155) For exam ple, a physically challenged man was noted t o 
t ake ca re of his hea lt h earnestly because, t o him, be ing health-conscious was expected of 
him in his society.(156) 
Delay in seeking help is one of t he undesired healt h behaviours in men which has a socio-
cultural influence. Seeking help fo r health issues is withi n the boundaries of hea lth -seeking. 
Seeking help occurs when there are unmet needs. Men engaging with health services 
(incl uding prevent ive serv ices) are a reflection of their help-seeking. This differs to the wider 
concept of health seeking, where men take in it iatives to keep healthy by various means 
includi ng adopting hea lthy life-styl es and appropriate engagement w ith health services. Data 
in the past has shown that men consulted health services mainly for physical symptoms as 
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opposed to psychosocial complaints (150, 152) and had fewer vis its for hea lth preventive and 
educational serv ices compared to women.(40, 153) However, the rates of hospita lisation, 
exclud ing child birth related adm ission, were the same for men and women, (154) and in 
some instances were even higher among men than women.(157) This evidence apparent ly 
pointed to men being 'serious users' of health services and that they probably delayed 
seeking help.(79) The reasons for such delay have been attributed to men's socialisation t o 
be independent and to conceal vulnerabi lity.(150, 158) Men's delay in help-seeking, when 
t hey encounter chest pain for example, was also noted to be a resu lt of them rationalising 
chest pain to othe r t riv ia l causes and the ir poor preparedness for the il lness role.( 159) Men 
were also noted to overestimate their subjective hea lth despite the cont ra ry ev idence of 
clinical measurements.(160) These characterist ics of invulnerabil ity, delay in help-seeki ng 
and denial of serious il lness were re lated to the trad itiona l hegemonic model of masculinity. 
The socia lly constructed hegemonic model of mascul inity, wh ich stated that men are 
expected to be st rong, unemotional, physically competent, aggress ive and competitive, were 
thought t o have compromised men's health.(43) 
However, a review of men and their health help-seeking behaviour by Galdas et al. noted 
conflicting findings regarding men's help-seeki ng behaviour. Although many studies 
reported that men seek help less frequently than women do when they experience illness, 
the find ings are not consistent in some other studies.(150) Galdas et al. attributed the 
difference in help-seeking behaviour to the differences in socioeconomic status of men 
rather than the mere gender difference. Hence, men are not a homogenous group. The 
trad itional concept of t he hegemonic model of mascul inity as an underlying cause of men's 
poor help-seeking behaviour is too simplistic.(150) Furthermore, another meta-a na lysis 
comparing the consu ltation rates between men and women for headache and back pain 
showed t hat t he association between gender and consu ltation was weak.(161) Lee et al .'s 
review provided sim ilar evidence that men were not necessa rily poor users of health 
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services.(43) Several studies in Scotland revea led t hat men were as likely to report their 
symptoms to health care workers as women. (43, 162, 163) Lee et al. argued that these 
disc repancies in the evidence could be explained by socio-cu ltural influence rather than just 
a set of men's stereotypical behaviours.(43) Health-seeking behaviour is a result of the 
interaction between men and society. Although men have an active role in determining their 
health-seeking behaviour, th is behaviour is also shaped by the male gender role expected 
from society.(37) The expected gender roles, or so-called masculine traits, differed from one 
society to another.(71) These differences argue fo r different masculinities rather than a 
single stereotypical mascul inity.(71) These multiple masculinities contribute to the different 
patterns of hea lth-seeki ng behaviour noted in different cultures and societies both between 
men and women, and w ithin diffe rent groups of men.(33, 42) Men with symptoms, a family 
history of il lness, disabilities and gay men often make the justification to engage in hea lth 
care.(33, 156, 164) More recent evidence studying men' s help-seeking behaviour has 
supported the view that men do care about their health, but that they need to find good 
reasons and a context to act within the accepted concept of masculinity among their peers 
{35, 156, 165, 166) and culture.(167, 168) These infl uences are likely to shape men's 
attitudes and be liefs towards health. Positive attitudes and beliefs towards hea lth are 
consistent ly shown to predict t heir engagement in hea lth promotiona l activ ities like health 
check-ups(169, 170), prostate cancer screening,(171) and engagement in health 
programs.(172) These views of mult iple masculinit ies call for addressing men's health-
seeking behaviour in a wider context than just 'men behaving badly'.(173) Furthermore, 
men's help-seeki ng behaviour is a dynamic process t hat is not just different between men 
but also within an individual man depending on the context and situation. (38, 174, 175) It is 
a process of interaction between help seekers (men), help providers (health care providers), 
types of help (health problems) and situations where the issue of help arises.(38) It also 
depends on the stages of life, disease and treatment course.(174, 175) Therefore, men 
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exhibi t different trai ts of masculinit ies, and hence different help-see king behaviour 
depending on t he context s t hey find themselves in. 
The concepts of mult ip le mascul inities and their relation to health-seeking behaviou r 
discussed so far are mainly derived from Western studies. Similar evidence from As ian 
countries (includi ng Malaysia ) is scant .(15) Nevertheless, there have been some studies from 
Asian countries and cu ltures that support such claims whi le also exhibit ing some differences 
in the concept of mascu linities from t he Western data. Simi la r to t he Western data, studies 
invo lving Chinese and South Asian men in the United Kingdom demonstrated that men fear 
loss of cont rol more t han the ir health and it was unmanly to self-report psychosocia l 
issues.(176, 177) Loss of contro l is a dominant feature in t he model of hegemonic mascul inity. 
In Malaysia, a qualitative study investigat ing men's views of health-seeking behaviour was 
conducted in 2006.(34) It involved six focus groups from a t ota l 52 urban ma le dwel ler aged 
over 40. Men in th is study expressed the importance of healt h in thei r li fe and thought that 
they shou ld ta ke care of their health. One of t he reasons for medical check-ups was just to 
keep healthy. However, the ir intent ion t o attend medical services is often triggered by a 
strong message, which could be an experience of symptoms, deteriorating funct ions, 
perceived vulnerabil it y to sickness from the illness ep isodes of significant others, or as 
instructed by rules and regulat ions such as for purposes of insurance and employment. These 
fi ndings emphasised their interest in health and a heterogeneo us set of hea lth-seeki ng 
behaviours. 
The Asian Men's Att itudes To Life Events And Sexual ity Study (Asian M.A.L.E.S) attempted t o 
explore t he correlations between mascul inity traits and health behavior among Asian men 
with a survey method.(178) It highlighted some dif ferences. More tha n 10 000 men from 
China, Japan, Korea , Malaysia and Taiwa n were asked about 13 attributes of masculi ne t rai ts 
relat ing to social li fe and the manly image. Fi rst, the study demonstrated diffe rences in the 
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perception of important mascul ine t raits between countries. Having lots of money was seen 
as most important in China, but being seen as a man of honor, a family man, having a good 
job and being in cont rol were seen as most important in Japan, Korea, Malaysia and Taiwan, 
respect ively.(178) Second, men who placed importance on being a family man sought 
medical help more readi ly t han those who did not.(179) The qual itative study from Ma laysia 
described above also found that urban men placed a high importance on health and va lued 
family responsibility, and that t hese had motivated them to stay healthy.(34) A study in the 
UK of Asian immigrants also demonstrated a sign if icant difference in how cultural values 
have shaped the way men seek help for chest pain.(167) Men from South Asia were noted to 
place a high value on family responsibi lity, and hence they sought help for chest pain more 
readily than Westerners. Wisdom, education and responsibility for family and the ir own 
health were much valued mascul ine attri butes, and these contri buted to a greater 
wil lingness to seek med ica l help.(167) Placing family val ues above the ir own image is 
somewhat different from the findings of the Western dat a. 
The evidence so far has revea led that men do have poor health -seeking behaviours including 
help-seeking behaviour, and that these cont ribute to men's poor health. However, they do 
care about the ir health,(35, 155, 166) and their hea lth behaviours are not simply the product 
of a fixed set of constructed masculine traits but are rather the product of multiple 
masculinities.(71) Health-seeking behaviours are one of t he ways to demonstrate their 
mult iple masculin ities(156, 180, 181) and these depend on thei r socio-cultural va lues and the 
context surrounding them.(35, 38) This concept of multiple mascu li nit ies has implications for 
primary ca re service delivery; unsupportive or unconducive environments are likely t o hinder 
men from seeking help and thus adversely affect the uptake of preventive hea lth services 
and curative service. 
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2.6.2 Social determinants of men's health 
To a large extent, soc io-cultura l bel iefs and societa l expectations of men's behaviou r have 
infl uenced men's health-seeking behaviou r as alluded to above. Besides exerting the ir effect 
on men's health-seeking behaviour, the socia l structure surrounding men also has a 
substantia l impact on men's health. The Wor ld Hea lth Organization has listed 10 social 
determinants of health (Figure 2.9),(182) some of which are argued to be re levant t o men 
such as poor socioeconomic status, stress, high risk occupations, unemployment and poor 
social support.(40, 44) 
Social determinants of hea lth 
1. Social gradient 
2. Stress 
3. Health of early life 
4. Social exclusion 
5. Work environment 
6. Unemployment 
7. Social support 
8. Addiction 
9. Food 
10. Transport 
Figure 2.9 Ten social determinants of health 
Supporting evidence can easily be drawn from compari ng the hea lth statistics across 
different countries published by the WHO. The mortality rates for all three categories of 
cause of death (communicable, non-communicable and injuries) among men aged 15-59 
years in low and middle income countries were much higher than high income countries. The 
tota l men's mortality rate in 2004 was about 10/ 1,000 adults in Africa, 8/1,000 in Europe 
(excluding high income countries), 5/ 1,000 in the Eastern Med iterranean and South-Ea st Asia, 
4/ 1,000 in the Americas (excluding high income countries) and 3/ 1,000 in the Western Pacific. 
This compared to 2/ 1,000 in high income countries. (18) Simi lar patterns were seen with 
DALYS for adult men in these regions. (18) 
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Additional empirica l evidence from high income countries such as Canada, Germany, the 
United Kingdom and the United States has also demonstrated the importance of social 
determinants to men's health . A study by Denton et al. from Canada confirmed that socia l 
structure, which included family structure, socioeconomic status, main activity and socia l 
support, had a more adverse impact on men's health than behavioura l factors, such as 
smoking, alcohol and physica l activity. Denton et al. used data from t he 1994 Canadian 
National Hea lth Survey involving more than 65,000 individuals to study the impact of 
psychosocial determinants on self-perceived health, employing the Health Utility Index as a 
measurement of overall health status.(183) Men having social support and livi ng with family 
were associated w ith a better health status.(183) In another study by Kandler et al. from 
Germany using a prospective cohort design, living alone was shown to be an independent 
risk factor for overal l cause and cardiovascu lar mortality in men but not women . In fact, t he 
risk of dying was double in men livi ng alone compared to men not living alone. (184) Similarly, 
in a review by Courtenay et al. from the USA, being an unmarried man was a risk factor for 
poorer health behaviours such as smoking, drinking alcohol, poor dietary habits, greater risk 
of sexual ly transmitted disease and engaging less with medical services.(39) Findings from a 
qualitative study in the United Kingdom also showed the negative impact of social factors. 
Increasing responsi bil it y at work and in the family as men approached middle age resulted in 
men' s inability to adopt healthy lifestyles despite adequate knowledge about healthy 
lifestyles.(185) 
Men are also exposed to occupational hazards.(182) High risk occupations such as mining, 
construction, timber cutt ing, law enforcement and firefighting are dominated by men. These 
contributed to a high injury-related mortality rate among men compared to women in al l 
regions of the world.(18) By the same token, unemployment is associated w ith a greater 
negative impact on men than women .(39, 186) Mathers et al. demonstrated that higher 
mortality, incidences of mental hea lth and higher morbidities were associated with 
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unemployment even after allowing for the effects of socioeconomic factors, hea lth risk 
factors and prio r il l-health.(186) This is a logica l consequence, as men are traditionally the 
family breadwinner and thus unemployment places tremendous stress upon them. 
Although adverse social determinants have adverse impacts on the health of men and 
women, certain social determ inants have greater impact on men than women, such as liv ing 
alone, unmarried, unemployment and occupational hazard. 
2.6.3 Men's health service delivery 
As argued above, health service delivery is part of the social structure in our life. An optimal 
health system, particu larly primary care, improves people' s health status. (187) Likewise, the 
quality of health services provided to men is reflected in the status of men' s health. Experts 
in men's health have ca lled for reviews to determine whether present health care services 
meet the needs of men.(29, 48, 173, 188) They noted that one of the reasons for men' s poor 
ut il isation of health services is that the services are generally not orientated to t he needs of 
men.(29, 31, 48, 50, 188, 189) Among the 'man unfriendly' health services are: 
1) Genera l practices might not be accessible enough for working men.(29, 31, 40, 
48, 189) Most clinics operate with in working hours, complicating their 
accessibility to working men, 
2) the environment and staffing compos ition are more suited to women and 
children. With much of the hea lth information related to maternal and ch ild 
health,(189, 190) men would not feel welcomed in such environment, 
3) men generally rece ive less consultat ion t ime (39, 191) and less discussion about 
health promotional activities than women,(29, 31, 40, 192, 193) hence, many 
men's hea lth promotional issues may not be discussed adequately, 
47 
  	
		
	  !!!! !"#"#!#!$%&&	
		' &$$%
4) there is greater communication between women and health care providers than 
between men and hea lth care providers. (191) hence, health concerns in men 
may not be attended to adequately, 
5) formal health promotional activities are predominantly gea red t owa rds 
women's hea lth such as breast cancer screen ing, contracept ion services, 
materna l and ch ild health services.(48) Health promotiona l activities closely 
related t o men such as work stress, awareness of prostate disorde rs and ma le 
sexual hea lth are seemingly not given similar attention, 
6) the lack of a multidisciplinary approach to t argeting socia l and ma le gender 
issues.(194) Services for ma le gender ro le issues such as fatherhood and 
domestic violence are sca nt. Hence, such supports when needed are often 
inaccessible t o men, 
7) men's health services are stigmat ised as services for men's sexual health 
problems(SO) and this may deter men from attending health services, and 
8) inadequate medical coverage for disadvantaged men in the community. (67, 
195)Men would then need to juggle between health care cost and expenses for 
his fami ly. They may not make hea lt h care their priority if they cannot provide 
sufficiently for the ir family. 
At the level of primary care cl in ics, a questionnai re survey in the state of New South Wales, 
Austral ia, by Monaem et al. revealed that a considerable proport ion (79%) of services are not 
specifically designed for men or boys and that there was no differentiation between services 
for men and women. (196) About 80% of the su rveyed primary care providers thought that 
men and boys were not utili sing primary ca re services adequately due to the unfriend ly 
services.(196) A recent qualitative inquiry from the United Kingdom, which investigated male 
general practitioners' views about ma le patients' help-seeking behaviour, noted that male 
general practitioners have ambivalent attitudes toward male patients. (77, 189) Although the 
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male doctors agreed that men should make use of health services better, they perceived 
men who attended clinics frequently as less masculine. If men feel they are negative ly judged 
when t hey attend health services, they are unlikely to make the best use of hea lth 
services.(77) These f indi ngs confirmed an earlier qualitative study conducted in New Zealand 
and published in 2009, which found that there was general unwillingness among primary 
care doctors to engage with men's health care in general practice.{189) The doctors felt that 
some measures could be taken to improve men's health status, but they were skeptical 
about the benefit of such initiatives in the clinics. They also expressed negative stereotypes 
about men and their health. (189) 
From the patients' perspective, inte rviews with men about their experience of using health 
services found men faced numerous challenges and felt dissatisfied with the services 
provided.(35, 189, 197) In the Australian study, the participants fe lt that their primary care 
providers may not be equipped with sufficient ski lls to help them with the ir lifestyle 
issues.(197) The UK study found t hat men complained about a lack of health screening 
offered to them compared to women. (35) They also complained about t he unfriendly 
opening hou rs, high cost, complicated appointment system and promotion serv ices, to the 
extent that some felt as though they had been abandoned.(35) In yet another study, men in 
New Zealand also felt that general practice focused more on women 's and children's needs 
than men's needs.(189) Despite being from three different countries, these findings are 
consistent. 
In Malaysia, public health services for men are generally included under genera l outpatient 
services, (60) making it less likely that the care w il l be t ailored to the needs of men. Women 
and children's health has been a pri ori ty with special sections devoted to these services in 
the premises of pr imary care centres. (60) In private settings, service deliveries are also 
seldom streamlined to the needs of men. Therefore, many of the issues related to men's 
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health in publ ic and privat e setti ngs, such as card iovascular diseases, lifestyle risks, metabolic 
diseases and occupational hea lt h are addressed as general issues covering both women and 
men.(135) These include cardiovascula r risk factor screening programs, hea lthy lifesty les 
campaigns, workplace health promot ion and so on. Even reproductive health is addressed 
under the Family Health Development Unit. As a result, there is no special section for male 
reproduct ive health or andrology besides those offe red by tertiary referral centres.(135) Men 
are involved in reproductive health services as a consequence of fertility problems in a 
coup le rather than as a specific men's sexual health need. Thus, health ca re for men is 
fragmented rather than holist ic in nature. 
From a Ma laysia n men's perspective, the qua litative study described earlier aski ng 52 urban 
men about their hea lth-seeking behaviour showed that they viewed medical check-ups as 
one of the measures to promote health.(34) The ma in reason fo r not going for hea lth checks 
was cost constra int. Other important hindrances were a lack of medical information, a 
pa ucity of guidelines, int imidat ing tests and unmet needs wh ile seeing doctors.(34) The 
Malaysian men expressed the wish for doctors to be more competent in listening to their 
concerns. Hence the study determined that the ba rriers to health check-u ps were not the 
result of ignorance about health, but were rather due to t he failings of current health 
services delivery. 
On more sensit ive issues such as sexua l hea lth, three studies among Ma laysia n men also 
demonstrated the unmet needs of men in relation t o erectile dysfunct ion . Two surveys, one 
in a community sett ing(198) and one from a pub lic outpatient sett ing(24), demonstrated a 
high prevalence of erecti le dysfunction among men, with a prevalence of 38.7% (among 
age >50} and 36.4% (age >40). Among men with erecti le dysfunction, only 14% and 10% of 
the men in each study respectively reported sexual hea lth issues be ing raised by the doctors 
du ring their last consultat ion.(24, 198) Despite this, a majority of t hem (53.2%) were 
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comfortable discussing sexual hea lth if the doctors were to ra ise the issue. The in-dept h 
understand ing of the issue provided by a qualitative approach indicates that, besides social-
cu ltural influences, a majority of men were unaware of where and who to seek help from 
despite their opportunity to consult doctors.(199) 
The findings from Malaysia generally conformed to the find ings in other parts of the world 
that while men value the importance of health, adopting positive health behaviours and 
seeking health check-ups appears cha llenging. 
Al though direct evidence linking poor men' s healt h service delivery to poor men's health 
stat us is scarce, this link is likely to exist, due to the number of commentaries and published 
studies involving the perceptions of health care providers and laymen that point in this 
direction. 
Figure 2.10 complex interplay between factors resulting in poor men's hea lth status 
In summary, the evidence to date has revealed t he underlying reasons for men's poor hea lth status 
with some degree of certainty. The reasons are the complex interplay between multiple factors 
(Figure 2.10). These factors include: poor health-seeking behaviour, soc ietal concepts of multiple 
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mascul inities, adverse socia l contexts surrounding men, and man-unfriendly healt h services. These 
factors joint ly explai n a significant proportion of poor men's health; a far greater proportion t han 
bio logical factors alone can expla in. It is believed that socia l st ructures and functions (including 
health services), wh ich operate through the social construct of mascul in ities, contribute significantly 
to men's poor health-seeking behaviours. This interp lay is dynamic and health-seeking behaviours 
change even within an individual depending on the context and life cycle they are in. (175) Men play 
both an active role by maintaini ng and constructi ng these sets of health behaviours, and a passive 
ro le by conforming to the expectation of society.(37) On one hand, they are interested in health, on 
the other they are noted t o under-util ise health services. Most men do care about the ir health, (156, 
200) but find ta ki ng care of their healt h a struggle.(50) Often to men, their resulting health behaviour 
invo lves a rationa l consideration of all these factors . Thus, men are not entirely to blame for their 
poor hea lth -seeking behaviour.(50, 173, 201) 
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2.7 Strategies to improve the health status of men 
Having indentified the probable underpinnings of men's poor hea lth, it has been suggested that 
strategies to improve the status of men's health should then adopt both a gender streamlined (29, 
36, 194) and multid isciplinary approach.(148, 175,188, 202) Gender stream lining is an approach 
where specific measures are ta ken relati ng to men's needs. (36, 194) Th is approach should provide a 
safe social environment for men to deliver the ir social roles and responsibil ities, acknowledge men's 
desire to conform to a set of masculinities, and provide a health system that encourages men to 
engage in health care. A multidisciplinary approach means drawing upon the expertise and resources 
across all disciplines related to men's health, such as re levant governmental organisations, social 
workers, educational ists, psychologists, publ ic health, all ied health , specialist care and general 
practice.(148, 202) Such a mult idiscipl ina ry approach to improving men' s hea lth requi res political will 
(12, 175, 203) and community involvement.(204) To operationalise these principles, the strategy has 
to involve both inte rventions targeting men and interventions to optimise hea lth care del ivery for 
men.(15) 
2.7.1 Interventions targeting men 
Theoretical ly, ta rgeting the underpinnings of men's health issues, i.e. implement ing 
programs acknowledging multip le masculinities and supporti ng the socia l needs of men, 
should result in the posit ive engagement of men in hea lth and an improvement in men's 
hea lt h status. There have been numerous reports of positive responses to community 
inte rvention programs, especially in the United Kingdom,(202, 203, 205-207) lre land,(208) 
Austral ia,(70, 202, 209, 210) and many more.(195, 203, 211, 212) The MOT(206), Men's 
Sheds,(213) Men' s Education Group Appointment (M EGA)(214) and PIT-STOP(209) are a few 
examples. However, many of t hese programs have not been subjected to a formal eval uation 
(either by clinical t rial or quasi-experiment) of their impact on men's health. (47, 207) A 
recent systematic review of stud ies between 1990 and 2006 on hea lth inte rvention targeting 
men (excluding sexual health) by Robertson et al. in 2008 identified only 27 studies with 
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some fo rm of forma l evaluation . (215) The majority (17 out of 27) of the stud ies invo lved 
prostate and t esticular ca ncer screening, with other studies concentrating on specific medica l 
cond itions such as smoking, ca rdiovascular risks, diet and physical activities and skin cancer 
screeni ng. The review showed that most studies reported some positive effect s of 
intervention, but that most of the studies relat ed to male-specific diseases rather than 
studies specifically designed wit h the male gender in mind. Hence, the evidence was 
insufficient to conclude that male gender streamlined ca re is better t han ca re for all people 
rega rdless of gender.(215) However, Robertson et al. acknowledged the potentia l difficu lty in 
demonstrating the effectiveness of an int ervention because of heterogeneity in men's 
hea lt h-seeking behaviour.(215) Hence, a more complex intervention with multiple 
intervention strategies may be needed to demonstrate a substa nt ial impact on men's 
healt h.(47) Furthermore, health promot ion programs ta rgeting men require a prolonged 
engagement wit h the community before any significant impact on morbidity and mortal ity 
rates can be observed th rough changes in hea lth statisti cs. 
Al though there are limited numbers of formal int ervention stud ies on men's health, it does 
not follow that the proposed gender stream lined approach should be halted. For some of the 
interventions, such as advocating changes through socia l policy and educational programs 
targeti ng boys and young men, eva luation through cl inical t rial or experimenta l design(47) 
may be inappropriate due to the complex multifactoria l nat ure of the reasons underlying 
poor men's health. Currently, pot ential ly effective strategies are best based upon our 
understand ing of men's health-seeking behaviour. The suggested mu ltid iscipl inary 
approaches are many, and incl ude the fo llowing: 
1. Empowering men and boys wit h persona l skills to dea l with li fe issues such as fathe rhood 
and to become smart consumers of health services(29, 31, 204) 
2. Advocating a holistic approach t o men 's hea lth care to dispel the myth eq uati ng men's 
health with sexual hea lth . Sexua l health should not be seen as merely fu lfill ing sexual 
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performance, but ra ther as an " integration of the somatic, emotional, intellectua l and 
socia l aspect of sexual wellbeing". (216) It should be part of card iovascular and 
psychosocial health. Men's health care needs to be repackaged into holistic health care, 
rather than a disease-based entity (15) 
3. Outreaching health promotion programs to locations where men and/ or boys 
congregate(29, 31, 48) 
4. Emphasising socia l just ice in community health programs(204) 
5. Employing social marketing strategies to create awareness(74) 
6. Correcting public and private hea lthcare professiona ls' myths about stereotypical 
men(29, 31) 
7. Addressing unfavorable ma le social circumstances through men's hea lth policies and 
improved working conditions(44) 
The greatest cha llenge to successful interventions target ing men is the diverse social 
expectations and cultural pressure on men's hea lth (and help) seeking behavior .(203) 
Mu ltiple st rategies, as outlined above, ta ilored to the different needs of different groups of 
men would be the optimal approach.(175) Whi le direct evidence from experimental designs 
may not be the best way to identify the optimum strategies in addressing men's health, 
ongoing evaluation of men's health programs as they are implemented is likely to provide 
the answer. 
2.7.2 Optimising health care delivery for men 
Havi ng understood that health care delivery is one of the reasons for men not engaging in 
health care, re-organising health care delivery for men seems to be an appropriate step. Th is 
is as important as interventions targeting laymen because eventually contacts between men 
and health care need to be established. These contacts should be tailored to their needs and 
made man-friendly. As noted above, men ra rely make contact with health care providers 
until it is perceived as absolutely necessary. Giving men a good experience in these 
interactions wil l keep them engaged in health care. Any one of these contacts should be seen 
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as an opportunity fo r health promotion, hea lth risk identification and effect ive early 
intervention. Therefore, besides making healt h care services appealing to men, we should 
seize any poss ible opportunity for health promotion in every contact with men in health care 
set t ings. 
Broadly, health care delivery to men ca n occur at t he primary, seconda ry or tertiary levels. 
The primary care approach concerns health promot ional and cu rative ro les, whereas 
secondary or tertia ry care involves curat ive and management of men's il lnesses that requi re 
specialist input. Treatment and management of illnesses concerning men have advanced so 
much that mortality and morbidity related to these illnesses can be improved. For example, 
the effective management of card iovascular disease, which is the main cause of death in men, 
has considerably reduced cardiovascu lar morta lit y rates, at least in developed countries.(217) 
Effect ive smoking cessation strategies are available, as we ll as adva nces in the management 
of erectile dysfunction,(218, 219) testosterone deficiency syndrome{220) and premature 
ejaculation(107) to improve men's qual ity of life . The challenge fo r health care provid ers is to 
engage men in t he provision of these serv ices. There are two strat egies specific to this 
chal lenge: 1) adopting effective strategies to engage men, and 2) advocating opportun ist ic 
healt h promotion in primary ca re set tings. These strategies wil l be examined in turn. 
2. 7.2.1 Adopting effective strategies to engage men 
In principle, at the point of contact wi th men, we need to work on strategies to 
engage men in hea lth ca re effective ly and in a smart partnership venture. As stated 
above, such strategies are possible by developing a man-fr iendly environment and 
discarding the att it ude of blaming men fo r their poor help-seeking behavior.( 50, 
173, 201) We should acknowledge t he tight schedule of working men and consider 
having a special appointment system for men or ext end clinic opening times after 
office hours.(46, 47) We cou ld also provide releva nt information on men's healt h in 
waiting areas,(46, 47) rather than the cur rent predominance of maternal and child 
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hea lth information. Privacy in the cl inic, which is a major issue in guarding the 
manly image, should include not only confidentiality of hea lt h info rmation but also 
include privacy of obta ini ng health information in the waiti ng room.(15) The 
communication techn iques used while deal ing w ith ma le patients in the clinic 
should not be judgmental,(47) and the traditional paternal istic approa ch of advisi ng 
what is best should be avo ided.(15) Taking up such health advice is often seen by 
men as giv ing up control of t hei r body. Instead, men should be empowered to work 
out the best option for them and should be made to feel in control.(15, 46) Men 
value a frank approach, demonstrable competence, t houghtful use of humour, 
empathy and the prompt reso lution of hea lth issues when commu nicating with 
doctors.(49) Most of the strategies presented are part of sound professional ism in 
clinical practice. The additional strategies are main ly t o improve doctors' 
competency in addressing men's health issues,(30, 31, 46) and to acknowledge and 
accommodate men's specific needs, such as the way they make decisions, acq uire 
health information, pri orit ise life issues and util ise t ime effic iently. 
Putting these principles aside, simi lar to the evidence on interventions targeting 
men, the evidence for the effectiveness of these st rategies aimed at opt imising 
hea lth care del ivery is scarce. In the review by Robertson et al. (described above), 
on ly two out of the 27 st udies targeted hea lth care providers. Both were 
randomised control tria ls at primary ca re setti ngs. (215) The first study, by Holland 
et al. , focused on providing rem inders fo r male patients and healt h ca re providers 
on health check-ups. {221) The aut hors claimed a significa nt improvement t o 20.6% 
in the uptake of overa ll preventive service visits, with 25.9% for cholesterol test ing 
and 32.2% for any of t he screen ing tests (colorect al cancer, prostate cancer, 
cholesterol or general health visi ts ) compared to contro l. However, no screening 
rates fo r the contro l group were stated.(221) The screening rates in the 
57 
  	
		
	  !!!! !"#"#!#!$%&&	
		' %$$%
intervention group were rather moderate. The second study, by Hammond et al., 
focused on educational intervention aimed at both men and their primary care 
physicians about prostate-related conditions. The result s did not show any 
significant impact of intervention on prostate-related care. (222) Both studies 
assumed a knowledge deficient model about health screening and prostate cancer. 
Strictly speaking, they did not target the underpinnings of men's poor help-seeking 
behaviour. From the current understanding of men's poor health, knowledge 
deficiency is not the key reason for their poor health status. 
Further research into the post-2006 literature found a smal l non-random ised 
cont rol, pre-post observational study, w hich enrolled 91 men. Harding et al . 
showed that using a short checklist d istributed to men in clinic waiting rooms 
resu lted in 63% of the participants return ing to discuss hea lth risk assessment. (211) 
Harding et al. attempted to inform the male patients in the study about the 
potential health assessments offered in the clinic. This might have triggered some 
men who held an interest in health assessment to return for it. 
The lack of direct evidence for effective intervention by health care providers 
should not deter recommendations to improve the pract ice of men' s health care. 
Nevertheless, the recommendations need to be based on the pri ncip les and 
understanding of men's health issues. Many expert primary care authors have 
already done so in the medical literature as outlined above. (30, 31, 46) It would be 
ideal if direct evidence was available, so as to make the justification for the 
interventions stronger. 
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2. 7.2.2 Advocating opportunistic health promotion in primaiy care 
Improving men's hea lt h is a concern of all disciplines of health care provision, 
especially primary care. Traditionally, andrology and urology services were direct ly 
re lated to men's health as men's health was closely linked to sexual and urological 
disorders. However, men' s health is best dealt with in a holistic manner by primary 
ca re doctors who are able to assess the full context of each male patient's health 
risks and problems. The primary care doctors have a 'global' perspective of the 
patient's health issues, (1, 3, 223) and can t hen engage specialist s from other 
disciplines as required for expert advice and management. Furthermore, primary 
care is the entry point for the lay public to hea lth care and also has the most 
contact w ith the public (including men) compared to other specialties.(73) Primary 
ca re rs, as genera lists, are also in a unique position to offer health promotion 
services and address health-seeking behaviour besides addressing acute and 
ongoing illnesses. (224) It is in the primary care setting where health risks can be 
opportunistically identified and treated early. A visit specifica lly for health 
promotiona l activities is also pa rt of the agenda in many primary care consultations. 
Extending from this princip le of opport unistic assessment to men's hea lth, health 
risk assessment, such as assessing smoking status, nutrit ion, alcohol and sedentary 
lifestyle, the 'SNAP' risk factors (6), is not the only potential. it should also include 
t he following three assessments: (1) 
1. case finding of asymptomatic diseases such as hypertension, diabetes, 
hypercholesterolaemia, colon cancer, prostate cancer in at-risk ma le pat ients, 
2. case finding of symptomatic diseases that are under-reported by patients such 
as erectile dysfunction and lower urinary tract symptoms, and 
3. assessment of psycho-socia l wel l-being, wh ich is often not proactive ly reported 
by men. 
59 
  	
		
	  !!!! !"#"#!#!$%&&	
		' %($%
These assessments, which constitute health check-ups, are in keeping w ith the 
need for holistic care, health risk detection and early intervention to improve 
men's health status. Hence proactive healt h check-ups should be considered 
essent ial alongside treatment of men' s il lnesses.(46) Primary care also provides for 
long term follow up and ensures continuity of care.(l, 3,223) Th is allows rapport 
to develop over time, enables counse ling on various lifestyle-related problems and 
makes hea lth care a joint venture with ma le patients. 
Thus, health check-ups in primary care settings offer great potentia l in improving 
men's health status.(29-31, 46, 47, 75, 204, 225) However, there is a concern as to 
whether pri ma ry care is ready to deal with men's health issues due to a lack of 
t raini ng.(31) Monaem et al. showed that only 31.4% of primary care doctors felt 
t hat they had 80-100% dealt successfully with t he concerns expressed by boys or 
men.(196) Besides the possibility of incompetency, this may be due to the 
uncertainty about what men's healt h actually means to primary care doctors as 
high lighted in section 2.3. 
In an attempt to address the seemingly inadequate exposu re of doctors to men' s 
health, several authors have provided guides to the appropriate practice of men's 
hea lth service in primary care settings.(30, 31, 226) These recommendations are 
based on sound evidence from epidemiological data (30), genera l prevent ive 
hea lth care,(30, 226) barriers to men's health pract ice, understanding of men's 
hea lth-seeking behavior, (46) or adapted from the evidence on adolescent health 
care such as usi ng the 'HEADSS SNAP' template (H-home; E-Education; A-Activities; 
D-Depression; S-Safety; $-Sexuality; S-Smoking; N-Nutrition; A-Alcoho l; P-Physical 
activity). (31) Consistent w ith the principal ro les of pr imary care, these authors also 
advocate proactive men's hea lt h risk assessments and check-ups in areas that 
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impact on the morta lit y and morbid ity of men.(31, 46) Besides these 
recommendations, t here were also other evidence-based preventive guidelines on 
diseases relevant to ma le patients long before the discip line of men's health took 
off the ground.(6, 227, 228) All these recommendations and guidelines address 
what should be done in primary settings with regard to health promotion for men . 
Besides written guidelines and recommendation, the Royal Australian College of 
General Practice has gone a step further by establish ing a curriculum to teach 
prima ry care doctors about men's health in 2007.(229) Al l these measures are 
aimed at making the role of primary care in men's health clea rer and thus 
improving men's health service del ivery. 
In summary, to improve men's health status, many st rateg ies targeting both men and health care 
providers are recommended based on the cu rrent understa nding of t he reasons underpinning men's 
poor health status. Many successful community intervent ion programs targeting men have been 
reported, but the effect iveness of these programs in terms of hea lt h outcomes is not yet apparent. 
There are also guidelines and recommendations for hea lth care providers to engage men in health 
care and t o promote prevent ive health care t o them. One of the key areas is preventive health check-
ups in order to identify health risk factors and early stage il lnesses for early intervention . 
Theoretica lly, preventive health check-ups fo r men are best delivered t hrough opportunistic 
strategies with a gender-stream lined approach in primary care settings. However, improvi ng 
preventive men's hea lth check-ups fo llowing these guidelines and recommendation may pose many 
obstacles for primary care doctors. These obst acles need to be explored. This issue w ill be discussed 
next. 
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2.8 Challenges in promoting men's health check-ups in primary care 
settings 
Promoting preventive hea lth care for men in primary care setti ngs is a complex issue. There have 
been various recommendations and cont inuous education programs mainly aimed at improving 
doctors' competency in the delivery of preventive health care. However, in a health care sett ing, 
pri mary ca re doctors are part of a larger health ca re system .(230) Primary care doctors' practice w ith 
rega rds to prevent ive hea lth care varies in different contexts of consu ltation(231, 232) for various 
reasons such as the competing interests of doctors and patients,(233, 234) the organisat ional 
structu re(235) and externa l barriers.(232) In men's health check-ups, there are three major concerns. 
First , even general preventive care or hea lth check-ups are insuff iciently delivered by health care 
providers for various reasons. Second, changing health care providers' behaviour is challenging. Th ird, 
men' s hea lth check-ups involve issues beyond mere 'check-u ps'. As alluded to in t he earlier argument 
(section 2.6.3), doctors are part of the society in which masculinities are defined. Preconceptions 
about men' s poor health-seeking behaviour among doctors ca nnot therefore be avoided. These 
preconcept ions may influence doctors' persona l judgment about men' s health check-ups. Thus, 
improving men's health check-ups in prima ry care cl inics needs to consider issues beyond the 
competency of doctors. The challenge is t o engage primary ca re doctors in addressing men's health 
issues. The following sections elaborate further on these th ree issues. 
Z.8.1 Low rate of general preventive health service delivery and its reasons 
Many studies had demonstrated that t he delivery of health promotion and preventive 
services were su boptima l. Guidel ines for preventive care in Canada were introduced in the 
1980s and were closely followed by the US Preventive Service Task Force guidelines. These 
guidelines have been well rece ived by many countri es outsid e North America. Studies du ri ng 
the ea rly 1990s in Canada (236-238) and t he Unites States(192, 233, 239) consistent ly 
showed poor adherence to these guidelines. 
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Although the princip le of preventive practice in general practice settings is noble, and 
pri mary ca re doctors see the importance of preventive care, they confront many challenges 
in practicing it .(240, 241) The cha lle nges of implement ing general prevent ive services cover a 
wide range of factors including patient, doctor and system-related factors. Among the 
prominent patient-related factors are patient refusa l and disinterest in screening. The rates 
of patient refusa l or disinterest in screening ranged from 25% t o 85% in Canada{237), 
Europe,(241) and Saudi Arabia(242). In a survey of 480 Ca nadian doctors in 1996, up to 85% 
of them thought that patients were not receptive to preventive ca re.(237) In a 2005 survey 
coveri ng 11 Europea n countries and involv ing 2082 primary care doctors, the doctors 
reported that 25% of the ir patients thought preventive service was ineffective.(241) In a 
2007 survey of 164 randomly selected primary care doctors in Saudi Arabia, lack of patient 
interest was likewise reported as the main obstacle to preventive intervention by 76% of the 
doctors.(242) 
Doctor re lated factors include lack of competence and tra ining. In the la rge Eu ropean survey, 
around 20% of the general pract itioners att ributed the obstacle t o lack of trai ni ng(241). 
Similar findings were noted from Saudi Arabia(242). Forgetfulness,(237) unclear 
responsibil ity(241) and logistic difficulty in implementing guidelines (237, 241) were among 
other important obstacles ident ified. By contrast, the doctors' atti tudes toward preventive 
care were not noted to be a major issue. The survey among 128 primary care doctors from 
the United States noted that whi le doctors had a high regard for preventive care, this did not 
necessari ly t ranslate into effect ive del ivery of preventive care. (240) The Europea n survey 
also showed similar result s relating to the perceived importa nce of preventive care but the 
difficulty faced in implement ing it. These observa t ions of positive att itudes towa rd 
preventive service sim ultaneous with doubts about it s feas ibi lity are reinforced by other 
evidence demonst rat ing no or weak cor relat ion between attitude and actual delivery of 
prevent ive services. (240, 243) 
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System related factors include time constraints, having other health priorities and heavy 
workloads.(237, 241, 242) The Europea n survey st rong ly manifested the issues of heavy 
workload and lack of time for preventive care service in primary ca re set t ings.(241) Arou nd 
two t hirds of partici pants in t he study agreed that heavy workload and lack of time were the 
main barriers. It is interesting to note that t he estimated time requi red for the optimal 
implement at ion of preventive activities recommended by the US Preventive Service Task 
Force was 7.4 hours per working day,(244) which is difficult to achieve in a primary care 
consu ltation . Poor financ ial reward fo r preventive care services was also ci t ed as a major 
obstacle. (241, 245) 
There has also been an att empt to study the issue of poor preventive health service delivery 
usi ng qua litative approaches in order to gain an in-depth understandi ng of t he challenges 
doctors face. These studies also identified pat ient related challenges such as a lack of 
motivat ion and unj ust ified expectat ion from patients.(246-248) The doctor related 
challenges were reported as being the lack of a clear role,(249) motivat ion and competency 
in preventive care. (247, 248, 250) Prima ry care doctors were unclear about their 
responsibil ity in preventive health care and unsure of the concepts of hea lth promotion in 
the primary ca re sett ing.(249) The organisational system related cha llenges were lack of time, 
poor rem unerat ion fo r doctors(245, 246, 248) and the val idity of guidelines.(246-249) 
Guidelines were found to be contradictory in some of the recommendations.(246) Hudon et 
al. argued t hat the lack of mot ivat ion among patients discouraged doctors from offering 
prevent ive services as it was seen as a worthless investment. (246) 
Besides t he descript ive quantitative and qual itative data, a study using multivariate analysis 
of the responses of 417 randomly se lected doctors in Finland demonstrated t he strong effect 
of orga nisational values and network opportu nity on the degree of engagement in health 
preventive practices. Highly competent personnel in an organisation were also 
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independently associated wit h a high degree of engagement in health preventive 
practices. (251) These find ings emphasised the importance of a supportive environment for 
doctors to deliver preventive care. 
In Malaysia, preventive health care is sub-optima lly carried out. In 1991, a ret rospective 
chart review of publ ic cl in ic encounters revealed that there was an attempt to measure 
blood pressure in only 13% of out pat ient encounters. (252) In 1992, the practice of 
preventive service delivery was st ud ied in f ive selected areas, using a rat ing sca le performed 
by simulated patients visiting 322 outpat ient settings. The selected areas were smoking 
cessation advice in chronic cough pat ients, weight reduction counseling in obese patient s, 
immun isation advice in chi ldren with diarrhoea, dietary advice in diabetic patients, and 
screening anaemia in pregnant mothers. Th is was then followed by a questionnaire survey of 
a subsample of 100 doctors w ho were then asked to rate the importance of the preventive 
act ivities in the five selected areas. The results were similar to find ings in other countries. 
While doctors gave high rat ings to t he importance of preventive activi ties, health advice was 
only given in 49% of instances.(253) La ck of time, high workload, lack of educat iona l material, 
and lack of inte rest on the part of pat ients were cited as the main const raints both by the 
public and private sector doctors.(253 ) In a more recent audit carried out among nine private 
pri mary ca re cl inics in Ma laysia, w here the audit ta rget rate of card iovascu lar risk assessment 
among outpat ient at tendees was set at 70%, the audit targets for four ma in card iovascula r 
ri sk factors (weight, smoki ng statu s, blood glucose and serum lipid profile) were achieved in 
less than 50% of acute problem visit s and in 46% to 81% of chron ic problem visits. (254) 
It is interesti ng to note that the results were consistent despite t he differences in t he 
quest ionnaires used in the quantitative stud ies (237, 240-242, 245, 252-254) and t he 
differences in the methodologica l approach in the qualitative stud ies.(246-248, 255) 
Moreover, these studies were from differen t countries: the United St ates, (240, 248) 
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Ca nada,(237, 245-247) New Zealand,(249) Europe,(241) Saudi Arabia(242) and 
Malaysia.(252-254) 
Therefore, the evidence so far indicates that while primary care doct ors are supportive in 
provid ing preventive services in pri mary care set tings, their good intentions are 
compromised by numerous obstacles to the successfu l delivery of preventive services. These 
result in poor rates of preventive service delivery, of which health check-ups constitut e a 
major component. The ident ified obstacles emphasise the importance of having an effect ive 
system design for healt h preventive practices. Othe r major obstacles include patient 
unwil lingness to be involved in preventive activities, t ime constrai nts in discussing preventive 
services, and lack of supports (organisationa l, rewards, educational material ) and skil ls fo r 
primary ca re doctors. Although acknow ledging the obstacles to pract icing preventive care 
has endorsed the notion of moving beyond a knowledge deficit model, all of the above 
studies have treated obstacles and ba rriers as discrete entities. The interactions between 
these barriers (fact ors), w hich are highly possible, are often not explored even in the 
qualitative stud ies. The practice behaviours of doctors are influenced by many factors as 
il lustrated . The resulting practice behaviours in an individua l doctor are not simply a 
probabi listic summat ion of all the factors, but an interactive process between these factors. 
The doctor considers t hese factors during a process of decis ion making for every individual 
patient. It is argued that the understandi ng of th is decision-making process offers better 
strategies in attempting to address the barriers and improve preventive health care 
delivery. (256) In the literatu re, gender comparison in assessing the rate of hea lt h check-u ps 
is often not made. As a result , the reasons for t he low rates of preventive health care 
delivery for men are also unlikely to be being explored. 
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2.8.2 Changing health care providers' behaviour 
Changing healt h care providers' practices is challenging. There has been voluminous evidence 
on such intervent ions not related to men' s health issues. (231, 257-260) An overview of 
systemat ic reviews in 2001 had already identified 41 reviews from 1966 to 1998 on changing 
providers' behaviour.(231) A class ification system for these interventions was then 
developed by the Cochrane Effective Practice and Organisation of Care (EPOC) to facil itate 
reviews of the intervention st rategies.(231, 260) The st rategies are classified as follow: 
1. Educationa l materials 
2. Conferences 
3. Loca l consensus process 
4. Educationa l outreach visits 
5. Local opinion leaders 
6. Patient-mediated interventions 
7. Aud it and feedback 
8. Reminders 
9. Marketing 
These intervent ion strategies often have modest posit ive effects. Strategies that have 
demonst rated effect iveness, more so if in combinat ion, include: (231,257,258, 260-262) 
1. analysis of need followed by implementat ion which include aud it and feedback 
2. guidelines that undertook local context 
3. various fo rms of reminders 
4. social influence strategies 
5. system-orientated st rateg ies 
Passive dissemination of information is unlikely to resu lt in desired change in clin ical practice. 
Single strategy approach often produces no or modest effect.(231) Audit and feedback 
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related intervention are at best only having a modest effect. Mu ltifaceted interventions are 
generally more effective compare to single intervention st rategies because they are able to 
address multiple factors determini ng the practice behaviours of doctors.(231) In addit ion, 
tailored approaches, which not only address multiple factors but al lowed flexib ility of 
intervent ion suited to t he needs of provider, might be more effect ive (257). 
In the areas of preventive health care service deliveries, t he Canadian stud ies and the Put 
Prevention Into Pract ice (PP IP) program from Texa s had employed mult ifaceted interventions 
program. The Canadian studies that employed th is approached with ta ilored multifaceted 
intervention resu lt ed in significant improvement in overall index of prevention. (263) The 
intervention inc luded active involvement of clin ic staffs in deciding the optimal st rategies. A 
detailed study on t he process involved noted that t he most effective process was t he 
combination of audit, feedback, consensus on action plan and reminder t o health care 
providers. (264) Phys icians in t hese studies had shown high degree of satisfaction w ith this 
intervention and continue to have posit ive perception after 17 months into the t ria l. (264) 
Whereas, another multifaceted intervention studies on preventive care in US, the PP IP 
program, documented mixed outcomes.(265-267) Positive outcomes in residency program 
were associa ted wit h presence of technical supports that faci li tated implementation of 
program. Clinics that did not receive techn ica l supports showed no sustainable effort in 
implementing PPI P(265, 268) compared to clin ics w hich had technica l support and research 
fundi ng.(269) Furthermore, an understanding of how the recipient clinic funct ions was 
thought t o be important in order to have successful integration of t he preventive 
program. (267) Those institutions that had successfu l adoption of the progra m (as measured 
by Loi n sca le(270)) often showed high institut ion strengt h, w here the institut ions had st able 
organizational st ructure in supporting and adopting the programs. Success was also seen if 
t here were good integration of the program into the ir exist ing rout ines (271), strong effort in 
promoting the program in the cl inics and presence of a program champion in mid- to upper-
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level managerial authority. (269) Practices that did not see the benefit of PP IP program did 
not benefit from it.(265) Both data from Canada and Texas supported the importa nce of 
ta ilored multifaceted intervention program. 
However, although multifaceted and tai lored inte rventions have been proven effective in 
improving quality of care in various areas of service deliveries, there are many chal lenges in 
implementing them. The cost of implementation is high because of the nature of multiple 
strategies involved in one inte rvent ion. (231) There are also variations in their effectiveness 
depending on the local context.(272-274) These variations in effectiveness were argued to be 
attributed to va riation in the needs and characteristics for each clin ic.(231) The modest 
benefit from some interventions was also attributed to the lack of using theoretica l 
framework in their developmental stage.(275) Clearly a particular intervention strategy 
would not fit all settings(272). Therefore, flexible intervention strategies w hich allow some 
degree of tailoring to the needs in clin ics du ri ng their implementation would best suit 
primary care settings. (Sl)Therefore, understanding the loca l needs, t heir resources and 
process of service delivery are important in designing effective interventions strategies. 
Z.8.3 Foreseen difficulty in engaging primary care doctors in addressing men's health 
issues 
As argued in section 2.3, the concept of men's health is relatively new compared to other 
discipl ines of medicine. Hence, doctors, as part of the society and having grown up in the 
society, may share many simi lar ideas about men's hea lth-seeking behaviour to the lay public. 
Given the relative lack of training of primary care doctors in the care for men at both the 
undergraduate and postgraduate levels, primary care doctors may be unclea r about what 
men' s hea lth is and may not acknowledge the problems underpinnings men's health and 
the ir health-seeking behaviour. Sect ion 2.6.3 has highlighted the often ambiguous attitudes 
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of primary care doctors to men's health-seeking behaviour. These ambiguous attitudes do 
not help in the effort to engage ma le patients in hea lth care. 
Two early studies of primary care doctors' perspectives on men's help-seeking behaviour 
revealed that primary care doctors thought men were rel uctant to accept and present to 
health care services unless absolutely necessary.(78, 79) The first study in 1999 involved 18 
primary ca re doctors from Canada being invited t o participate in four focus group discussions. 
The doct ors in the study perceived men as being lacking in health consciousness, diff icult in 
negotiating preventive activities, uninterested in hea lth prevention, stoic, and having a sense 
of immunity and immortality in relation t o illness. This set of help-seeking behaviours was 
noted to be unacceptable.(78) Similar findings were found in a later study in 2002 which 
used a different approach; discursive ana lysis involvi ng si x primary ca re doctors, a consultant 
and two nurses. (79) The study also found that the stereotyping of men's help-seeking 
behaviour by primary care doctors and nurses was apparent, and in keepi ng w ith the socio-
cu ltural beliefs about men's help-seeking behaviour. Furthermore, this commonly held help-
seeking behaviour was condoned and applauded.(79) Clearly, this makes changing these 
attitudes difficult. 
Havi ng an accurate understanding of men's health-seeking behaviour is particu larly 
important for primary care doctors in order to avoid the 'blaming attitude' that they may 
unintentiona lly impose on male patients as a result of societal infl uences. The chal lenge is to 
help doctors adopt an appropriate attitude towards men's hea lth. 
Although general practitioners are overwhelmingly positive about providing preventive hea lth ca re 
to the general population, it remains a challenge for genera l practitioners to deliver this care 
effectively. It ca n be even more difficult in men's health check-u ps due to the existence of 
preconceived ideas about men's health-seeking behaviour. Although there has been little direct 
evidence supporting the association between doctors' negative perceptions of men's health-seek ing 
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behaviour and poor health service delivery, it is likely that, reasoning from behavioural t heory about 
perception,( 276) negat ive perceptions of men's health-seeking behaviour may render doctors 
unwi lling to engage them in preventive care as it wou ld be seen as fut ile and pointless to offer hea lth 
promotional activities to men. Th is negative perception compounds the chal lenge to develop 
strategies to improve men's hea lth check-ups in primary ca re settings. 
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2.9 Developing a framework for delivering men's health check-ups 
A strategy is clearly needed to help primary care doctors im prove the rate of health check-
ups for ma le patients. Given the complexity of the cha llenges to promoting men's health 
check-ups, the intervention strategy shou ld be multifaceted,{231, 277) and it shou ld be 
preceded by a good understanding of the cu rrent obstacles and issues faced by primary ca re 
doctors in relation to men' s check-u ps. Single strategy approaches often produce no or only 
modest effects,(231) whereas a good understanding of the issues allows for a tai lored 
intervention, wh ich is likely to be more effective than a blanket approach such as the pass ive 
dissemination of information.(257, 261, 272, 278) 
A guideline to deve loping such a complex intervention is provided by the United Kingdom 
Medical Research Counci l (UKM RC).(51) A 'complex intervention' is an intervention that has 
the following characteristics(51) : 
1. Interact ing components within the intervention 
2. Multiple behaviours of differing difficulties as requ ired by those delivering or receiving 
the intervention 
3. Multiple groups or organizational levels targeted by the intervention 
4. Multiple and variabi lity of outcomes from the inte rvention 
5. Varyi ng degree of flexibility or ta iloring of the intervention 
These characteristics make the complex intervention model appea ling due to the potent ial 
complexities of promoting men's hea lth check-up as stated above. The development of these 
complex interventions involves a few stages and the process may not fo llow a li nea r order 
(Figure 2.11 - the diagram is taken from the published work of Craig et al.) . (278) 
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Feasibility and piloting 
Testing procedures r---- Estimating recruitment and retention l Determining sample size 7 
Development 
Identifying the evidence base 
Identifying or developing theory 
Model ling process and outcomes L Implementation Dissemination 
Surveillance and monitoring 
Long term follow-up 
Evaluation 
Assessing effectiveness 
Understanding change process 
Assessing cost effectiveness 
_JL-l 
Figure 2.11 The Medical Research Council (UK) framework of development and evaluation 
process for complex intervention 
The first step in developing an effective intervent ion includes identifying t he current 
J 
evidence surrounding the intervention (if ava ila ble), developing or ident ifying an appropriate 
theory in order to underst and the likely process of change, and modeli ng t he process of 
intervention before pilot ing and fu ll sca le evaluation.(278) 
The evidence surrounding intervention to improve men's hea lth check-ups is scarce and an 
appropriate theoretica l fram ework for delivering men's hea lth check-ups is yet to be 
ident ified. All three studies relat ed to improving the servi ce delivery of men's healt h 
presented above (211, 221, 222) (Holland et al. -reminders for patients and doctors; Harding 
et al. - checklist for male patients in waiting room; Hammond et al. - education intervention 
for patients and doctors) util ised si ngle intervent ion approaches. Besides t he study by 
Ha rding et al. , no substa ntia l pos it ive effect was seen. Ha rding et al .'s st udy documented a 
positive outcome as the needs in the clin ic (t o keep patients occupied whi le waiting fo r 
consultation) were addressed. In the ir review, Robertson et al. also acknowledged t he need 
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to have multiple intervent ion strategies to improve the delivery of men's health services.(215) 
So far, there have not been any published studies using complex interventions to improve 
preventive health care for men . It would be a challenge to design such interventions due to 
the paucity of empirical information about effective gender sensit ive strategies and 
substantive theoretica l frameworks in relat ion to implementing men's health check-u ps. 
Furthermore, an understanding of the current practice behaviours of doctors in men's hea lth 
check-ups is unavailab le. While findings from studies of the challenges of implementing 
general preventive care and studies of doctors' views and opin ions about men's help-seeking 
behaviour are helpful in provid ing a general understand ing, they do not provide a framework 
to understand the process of men's health check-up practice. As outlined in t he final 
paragraph of sect ion 2.8.1, the listing of barriers and motivators does not indicate the 
process - i.e. t he complex interaction between barriers, motivators and intended practice 
behaviours of doctors. In order to develop an intervention that is likely to yie ld positive 
outcomes, an appropriate theoretical framework is needed. (275) Employing the re levant 
theoretical frameworks promotes an understanding of the processes involved, which should 
be context and top ic specific, and makes the intervention more targeted.(51, 256, 275, 279) 
While many social psycholog ical t heories (279, 280} or frameworks (230, 232} are suggested 
for developing intervention st rategies, they do not provide substantive guidance on what to 
address or the domains to be emphasized in improving men' s health check-ups. App lying 
them in improving the delivery of men's health check-ups may therefore run the risk of 
failure. In other words, we need a substantive theoretical framework that can provide an 
understand ing of how current men's health check-ups are carried out during encounters with 
men and the factors affecting doctors' decisions to discuss hea lth check-ups. Although the 
ultimate aim is to understand the doctors' practice behaviou rs, understandi ng their decision 
making in relation to their pract ice behaviours shou ld take priority because decision precede 
behavioura l changes; decision is an important determinant to behavioura l changes.(281) 
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Therefore, many determinants of decis ion making and the re lated behaviou ral changes are 
common between the t wo.(281) The substant ive framework expla ining doctors' practice and 
the ir decisions making process are largely unavailable at present. 
Thus, following the UKMRC framework for developing a complex intervention to promote 
men' s hea lth check-ups, the first stage is to develop a substantive theoretical framework. 
Th is framework should reflect the process of primary care doctors' decision making in 
relation to offering men's health check-ups. Understanding these fundamental processes w ill 
undoubtedly assist in designing st rategies to address the weak links in the process of offering 
men' s hea lth check-ups. 
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2.10 Summary and the knowledge gaps 
In recent yea rs, men's health has come to mean a globa l approach t o the physical, mental, emotional, 
social and spi ri tua l hea lth of men t hroughout their lives, rather than the traditional focus on sexua l 
and urologica l health. However, the scope of men's health may not be wel l understood by many 
healt h care providers. The health status of men is cons istent ly shown to be disadvantaged com pared 
to women's health. Men have a shorter life expectancy at birth and a higher mortal ity rate in almost 
all non-sex specific diseases. The main causes of death in men are noncommunicable diseases and 
injuries. Many of these causes of death are li festyle related, such as smoking, unhea lt hy diet, high 
consumption of alcohol, r isk-ta king behaviours and violence, and are preventable or amenable to 
early intervention. Furthermore, many ma le-specific disorders wh ich adversely im pact men's quality 
of life such as erecti le dysfunction, premature ejaculation, and androgen deficiency syndrome go 
under-reported to health care providers. Silent diseases such as hypertension, 
hypercholesterolaemia and diabetes are also under-detected. Hence, improving the healt h status of 
men should be an important agenda in health ca re delivery. 
The reasons underpinning men's poor health status are numerous and complex. The biological sex 
difference between men and women contributes minimally to men's poor health. By contrast, men's 
health behaviour, adverse socia l conditions, and current men's health service delivery all explain a 
greater extent of their poor health status. One of men's negative health behaviours is their 
reluctance to seek health check-ups. Many factors have been put forward to account for this 
phenomenon, prominent among which is that the ir re luctance is attributable t o the attitude that not 
seeking health ca re reflects a mascul ine image. It is argued t hat th is masculine image is part ly 
prescribed to men by t heir society. Add it iona lly, many social factors such as poverty and low social 
cl ass affect their health-seeking behaviour and health . However, more recent evidence suggests that 
men do care about their health and believe in the benefit of health check-ups, but that they often 
have difficulty in find ing good reasons and appropriate contexts to access health care services. Men's 
under-utilisation of preventive hea lth services (including healt h check-u ps) has also been attributed 
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to man-unfr iendly hea lt h care. Therefore, t heir undesirable health-seeking behaviour is not j ust a 
matter of 'men behaving bad ly', but rather is a complex interplay between them, the health care 
system and society as a whole. The health-seeking behaviour of men during their visits to doctors is a 
dynamic process wh ich varies depending on the health ca re providers, the context, and the content 
of encounters. 
Hence, there is a need to consider ways to address men' s health needs and their expectations from 
the health care perspective. The principles are to adopt a gender st ream lined and multidiscipl inary 
approach acknowledging men's needs. Men desire man-orientated health ca re wh ich includes clear 
men' s hea lth information and guidelines, extended cl inic hours, doctors competent in men's hea lth 
issues, doctors who empathise with their needs, clear and simple appointment systems, affordable 
health care, and frank styles of communication. Strategies should target both men in t he community 
as well as improving health care delivery tai lored to their needs. The ultimate goal is to engage more 
men in hea lth care. Although direct evidence in relat ion to effective strategies targeting men is 
scarce, many anecdotally successful men's health promotion programs have been reported in 
counties such as Ireland, the United Kingdom, Austra lia and the United States. Similarly, while 
evidence for effective strategies to improve men's health care delivery is largely lacking, the experts 
in men's health provide sound recommendations based on the current understanding of men's 
healt h problems. These recommendations include providing man-friendly health care and focusing 
on health promotion and preventive health care. Primary care is identified as the key player. Doctors 
at the primary ca re level are encou raged t o be proactive in raising the issue of preventive care and 
health check-ups for discussion during cl inic encounters with men . 
However, implementing these recommendations remains complex. At present, disease-based 
prevent ive care and general hea lth check-up guidel ines (includi ng sections re levant to men) are 
available to help primary care doct ors deliver preventive ca re fo r men. Although these guideli nes are 
evidence-based, the ir implementa tion is challenging for two reasons. First, preventive care is 
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generally insufficiently delivered, and the reasons for the inadequate del ivery are not strictly re lated 
to doctors' competence. Lack of organisational supports fo r preventive care is among other main 
reasons identified . Therefore, the effort to improve preventive care has to address al l related factors 
concurrent ly. Second, improving preventive ca re for male patients is even more challengi ng due to 
preconceived ideas about men's health-see king behaviour. Doctors may have ambivalent attitudes 
about the benefit of engaging men in health care. Hence, an effective strategy is clearly needed to 
assist primary care doctors in successfully engaging men in preventive healthcare. 
This global scenario in re lation to men's health is also reflected in Malaysia. The status of Ma laysian 
men' s health is worse than women's hea lth, and many si lent chronic diseases and male-specific 
disorde rs go under-detected. There is also evidence showing the similar impact of the concept of 
mascul inity on Ma laysian men's health-seeking behaviour. Malaysian men are noted to value health 
but find that the present health care system fai ls to meet t heir needs. Preventive health care and 
health check-ups are inadequately delivered. The ba rriers described in a study looking at poor 
preventive health care delivery revealed similar findings to those noted in t he West. At present, no 
organised men's hea lth program or gender stream lined ca re is available for men, and no attempt has 
yet been made to study the optima l strategies in implementing preventive health care or men's 
preventive health care. Hence, there is a similar need in Ma laysia for an intervention program to help 
primary ca re doctors del iver effective preventive care and health check-ups for men. 
Strategies to improve prevent ive care for ma le patients have to take a multifaceted approach 
covering a few barriers simultaneously. These strategies must also be tailored to the local needs of 
the practice and the subject matter. As noted above, the Medical Research Counci l of the United 
Kingdom provides a framework to systematica lly develop such strategies. The first stage is to develop 
a theoretical framework from available evidence so as to guide the targets of intervention in order to 
ensure that t he desired effect will be achieved. However, the availa ble evidence only focuses on 
possible barriers to doctors implementing preventive health care and fails to provide a framework 
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explaining the current process of how these barriers interact. Furthermore, evidence about the 
specific barriers re lated to men's health check-ups is unava ilable. Whi le there are studies on doctors' 
understand ing of men's health-seeking behaviour which possibly influence the practice behaviours of 
doctors delivering men's health check-ups, they do not provide sufficient understanding of t he 
process whe reby doctors manage preventive care delivery to ma le patients. Understanding this 
process is crucial as it wi ll help to identify weak links in the process, and hence will inform the design 
of intervent ion st rategies to improve the uptake of men's health check-ups in primary care settings. 
Research int o men's health has taken off the ground in the past 20 years, and while important 
advances have been made, more needs to be done to develop optimal strategies to improve the 
health status of men. We have come to a better understand men's health-seeking behaviour and 
their expectat ions of health care. We are likewise now more aware of doctors' perceptions of men's 
health-seeking behaviour. Preventive health care and health check-ups are understood as important 
elements in improving men's health status. However, despite having guidelines and 
recommendations to improve our preventive hea lth services for men, we are yet to grasp the 
appropriate st rategies to implement these guidelines to assist primary ca re doctors. In Malaysia, 
where effective preventive hea lth care for men is not yet available, we have uncovered men's 
expectations and acknowledge our deficiency in health care delivery for men. Given that this 
framework is unavai lable at present both in Malaysia and globally, we need to start from scratch in 
exploring the current process of care and developing a substa ntive theoretical framework covering 
the practice behaviour of doctors in relation to preventive men's health ca re. 
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2.11 Aims and justification for this study 
The overarching aim is to improve the practice of proactive men's health check-ups by Malaysian 
pri mary care doctors. Th is necessitates development of an intervention strategy to help them 
effectively implement men's healt h check-ups. The intervention st rategy shou ld address the 
underly ing obstac les to men's hea lth check-u ps, and is li kely to be most effective if we have a better 
understand ing of how these obstacles interact in the process of doct ors' decision making and hence 
determining doct ors' practice behaviour. Therefo re, t o reiterate from the introduction, the specific 
question asked in this study was: 
"What are the determinants and process of decision making by primary care doctors in 
undertaking health check-ups for male patients in Malaysia?" 
The term 'determinants' is used instead of 'obstacles' in order to be objective about 'obstacles' . 
Obstacles in one situation may be motivators in others, whereas t he te rm 'determinants' has a 
neutra l va lue judgment. 
This question will lead t o a model illustrat ing the process of how primary care doctors make the 
decision to undertake men's hea lth check-ups in Ma laysia. The model is intended to provide a 
theoret ical framework explaining the weak links in the effort to improve the delivery of men's health 
check-ups in Malaysian primary care settings. It aims to identify the determinants that are most 
important re lative to t he others, so that a concerted effort can be targeted on in a resource 
constrained hea lth system. 
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2.12 Reflections from the literature review - developing the study 
objectives 
With the need to develop a theoretical framework to understand the cu rrent process of men's healt h 
check-ups and hence answer the research question, the following objectives were set for this thesis. 
Z.12.1 General objective 
To explore the determinants and process of decision making by primary ca re doctors in undertaking 
health check-ups for male pat ients in Ma laysia 
Z.12.Z Specific objectives 
1) To identify the determinants of doctors' intentions to undertake health check-ups in male 
patients and to construct a substantive theoretical framework explaining the re lationships 
between t he determinants in the process of doctors' decision making in in it iating men's 
healt h check-ups. 
2) To quant ify the average impact of each determinant, and rank its significance on the doctors' 
decision-making processes in different contexts and top ics of men's health check-ups. 
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3 Methodology 
3.1 Introduction 
Th is chapter justifies the methods used in this study. It outl ines in sequence the rati ona le and 
philosophical underpinnings for using a sequent ial mixed methods design, grounded theory in 
the first phase and quant itative survey in the second phase. The final section delineates where 
the 'mixi ng' of the two methods has occu rred. Deta ils of the steps involved in phase I and II are 
provided in chapters 4 and 6 respectively. 
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3.2 Justification for sequential exploratory mixed method design 
The pu rpose of this study was to develop an explanat ory model of the process of how PCDs 
make t he decision to undertake men's health check-ups in Ma laysia. The explanatory model is 
intended to provide a t heoretica l framework for the development of an int ervent ion program 
aimed at improving the quality of men's health check-ups in primary care sett ings. With the 
design of an intervention as its ult imate aim, this study has adopted pragmatism as an 
overarching philosophy, in which knowledge is viewed as arising from t he relationship 
bet ween actions and consequences. (282) Thus, t he researcher's emphasis shou ld be placed 
on the so lut ion t o a problem rather tha n just learni ng about people and their world . (52, 282, 
283 } 
Pragmatism as t he overarching philosophical underpinning fo r mixed method designs deserves 
further discussion in order to posit ion myself, as the principal investigator in th is project, in the 
discourse of the research paradigm. However, the pragmat ic aims of t he study are not served 
by arguing about tradi t ional research parad igms, such as t he epistemologica l worldview of 
posit ivism (or post-posit ivism) and inte rpretivism, or the onto logical worldview of object ivism 
and construction ism. (282-284) The essence of pragmatism is the purpose of t he research and 
its practica lity(282-285), issues that are not often raised in the discussion of t rad it ional 
dimensions of epistemology and ontology.(282, 283) Pragmat ism takes on another dimension 
to epistemology.(283) It is built partly on Dewey's theory of knowing; i.e. "knowing as a way of 
doing".(282, 286) Knowing therefore relates to act ions and consequences. Knowing comes 
from the experi ence (past actions and consequences) of a person and such knowing influences 
the ir actions. Hence, knowledge acquired from the process of knowi ng arises from t he 
relat ionships bet ween act ions and conseq uences. The experience of any person and the 
meaning attached to it, be it objective or subject ive as one wishes t o depict it, is as real as any 
other person's experience. Thus, knowledge is const ructed by us fo r the purposes of usi ng it in 
attempting to address the problems we face. 
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Definition of terminology in research paradigm(52, 287,288): 
Pragmatism: A phi losophica l stance wherein knowledge is rega rded both as constructed and 
as a function of a people environment interaction. Knowledge is meaningful if there is a 
practical consequence to it.(282, 289) 
Positivism (post-positivism) : An epistemology that subscribes to the belief that knowledge 
comes from systematic and object ive observation or experimentation with the aim of 
identifying a general explanation for a phenomenon which al lows for predictions and 
intervention strategies. It assumes a single reality . 
lnterpretivism : An epistemology that denotes an alternative to positivism wherein 
knowledge comes from the subjective interpretation of phenomena. It emphasises the 
understanding of the phenomena, and assumes the exi stence of multiple realit ies and that 
the t ruth is tentative. Knowledge is co-constructed by the researchers and the "researched". 
Objectivism : An ontological position wherein objective rea lity exists. Phenomena and their 
meanings exist independently of researchers. Observers can and should distance themselves 
in order to avoid bias in t heir interpretation. 
Constructionism: An ontological position where in realities are made. Phenomena and their 
meanings are continuously constructed and reconstructed from the interaction between 
people (including researchers) and their subjective world. 
Al though Dewey's theory of knowing incli nes towards interpret ivism, the important point is 
not which is more correct,(284, 290, 291) as the paradigm debate focus on, but whether it is 
meaningful in re lation to ou r aim of solving a problem. (282, 290) Any research to solve a 
problem falls withi n an inductive-deductive cycle.(52, 283) The research may start from 
inductive logic of observation without a priori theory or from deductive logic of test ing a 
hypothesis or theory. However, most research has to engage in this inductive-deductive cycle 
before it ends.(283) Inductive logic involves systematic observation and interpretation of 
grounded data to generate theory or abstraction, which then info rm the hypothesis or 
prediction used in deductive logic. Therefore, at some point during this process, different 
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methods are needed to satisfy the different types of research questions asked in this cycle, all 
with the aim of solving a problem. This is the basis of mixed method design(283) and it si ts 
well under the philosophy of pragmatism.(52, 282, 283) With th is pragmatic philosophical 
underpinning, the fol lowing sections explai n how it (pragmatism) shapes the design of the 
study. 
Finding solutions to the inadequacies existing with in hea lth checkups for male patients by 
PCDs could take an intervent ionalist instead of non-intervent ionalist (observational) design. 
However, a tria l of intervention without a proper theoretical framework would likely result in 
failure .(51, 275,289) Furthermore, a trial of intervention aimed at identifying solutions wou ld 
be expensive and time consuming as many trials may be needed just to identify an optimal 
strategy.(292) As a consequence, an exploratory strategy would be more appropria te at this 
early stage,(51) and in particular a sequentia l exploratory mixed method design.(52) The 
sequentia l exploratory mixed method design taps in to the strength of both qualitative and 
quantitative approaches,(285, 293-295) and would be well suited to t he objectives of the study 
for the reasons outlined below. 
The general objective is to develop a framework of a decision-making process on the issue of 
men' s health check-ups. Essentially there are two specific objectives to this. First, it aims to 
ident ify the determinants and how they would interact wi t h each other in the process of 
individual doctors deciding whether to initiate a health check-up or not. The second specific 
objective aims to quantify the average impact of each determinant, and rank its significance on 
the decision-making processes of Malaysian PCDs. 
In sequentia l exploratory mixed methods design, the first phase is a qualitative approach, 
followed by a quantitative approach.(52) Since little empirical evidence is avai lable about the 
determinants and the process of decision making in undertaking men's health check-ups, the 
first step is to explore the issue with an approach that does not requi re a pre-determined set 
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of hypotheses. The qual itative approach, which allows the inductive development of an 
empirically based theory, (52,296) is appropriate. In contrast, the quantitative stage req ui res 
an a priori theory as a sta rting point. There is no clear empirical data to provide substantive 
concepts for the development of the hypotheses or theories for the quantitative approach, 
and although generic theories proposed for medica l decision making such as t he theory of 
reasoned action,(297) fuzzy t race theory(298) and transtheoretical model(281) are empirica lly 
derived, they are not sufficiently specific to the context of th is study. A useful theory fo r the 
subsequent planned intervention should be explanatory and predictive of this specific process, 
(51,256) and it has to be empirically based to provide important substantive concepts.(256) 
Therefore, the first part of the objective necessitat es a qual itative approach. Its findings w ill 
direct t he design of a questionnaire and conceptua l framewo rk in the second phase of the 
study, which in turn uti lises a quantitative approach to achieve the second objective. 
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3.3 Phase I: Qualitative approach 
In phase I, grounded theory methods (GTM) were chosen as the methodological process that 
would achieve the objective of developing a useful t heory(299) t o base an inte rvention on. 
GTM provides systematic guidelines on data col lect ion, analysis and producing an inductively 
derived theoretica l framework.(287) It has its basis in symbolic interactionism (287, 300) which 
assumes humans act on the meaning they assign to an object (people or t hings) they interact 
with.(301) Symbolic interactionism arises from the earlier thought of pragmatism.(302) Given 
the overarching issue being studied - decision making as a result of a series of actions based 
on how doctors perceive or assign meanings to the issues at hand-this theoretical 
underpinning suits the study of socia l psychological processes (287) withi n the context of PCDs 
initiating men's health check-ups. 
However, GTM has evolved since it s inception in 1967.(303) Glaserian grounded theory, often 
located in an objectivist paradigm,(303) emphasises t he process in the emergence of theory 
from the data, as opposed to using preconceived quest ions and categories to illuminate 
possib le theoreti cal concepts, as proposed by Strauss and Corbin.(304, 305) Glaserian GTM 
offers flexible procedures in the data co llection and analysis .(303, 306) This is in cont rast to 
the more prescriptive and didactic procedu res proffered by Strauss and Corbin .(303) Although 
Strauss and Corbin 's procedu res in GTM are easier for novices to follow, in their version of 
GTM there is a potentia l risk of forcing the data int o preconceived ideas.(304) Meanwhile, a 
third version of GTM popularised by Charmaz (303), is built on the constructivist paradigm 
with the aim of understanding a social phenomena. Constructivist grounded theory 
emphasises the co-construction of knowledge between the researcher and the researched. 
The theoret ical concepts arising from constructivist grounded theory seek to make sense of 
socia l phenomena rather than to explain ca usa l relationships and predict a course of socia l 
behaviour, as in objectivist grounded theory . (287) Among these variations of GTM, Glaserian 
grounded theory methods are appealing as they align with the purpose of th is study. The 
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intention of the study was to be inductive, to minimise preconceived ideas and to seek not 
on ly understanding but the explanat ion of decisions made by the doctors. Although objectivist 
in its paradigm, it blends well w ith pragmatism where the aim of t he study is to explain and 
predict human behaviour and to enable intervention to resolve a social problem. (287, 306) 
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3.4 Phase II: quantitative approach 
In line with pragmatism (to allow opt imal planni ng of intervention st rategies), the second 
specif ic objective demands quantifying t he average impact of each determinant and discerni ng 
its signif icance on doctors' decisions t o undertake health check-ups for their ma le patients. 
The impact is examined from two perspectives: 1) t he average im pact of each determinant on 
doctors' decision making in underta ki ng men's hea lth checks, and 2) the prevalence of t he 
determinants and hence their relevance to Malaysian PCDs. It is expected that there will be a 
number of related determinants. The process of quant ifying the impact of each determinant is 
expected to require a multivariate analysis.(307, 308) By quantifyi ng the average impacts, it 
shou ld be possible to rank the determinants according to their importance in the sample (308) 
of PCDs, and t hereby direct the efforts of improving the service delivery of men's health check-
ups (See chapter 6 for the details of statistical analysis ). 
It is clear t hat the determinist ic nature and need to quantify t he re lat ionsh ips of phase II in this 
project requ ires a quantitative design.(52, 288) With an a priori theoretical framework 
developed from Phase I, it permits the use of reg ression analysis to identify the significant 
determinants (explanatory variables) on the doctors' intentions (52, 288, 307, 309) and 
examines t he re lat ionship between them .(310) In its philosophy, quantitative methodology 
tries to establish an "average" for the parameters measured, and hence the findings aim to be 
generalisable (52,311) to the Malaysian PCDs. This fits well with the purpose and objective of 
phase II. Furthermore, the necessary theoretica l framework can be developed from phase I. 
Utilising the concepts in the theoretical framework deri ved from Phase I, measurement scales 
can be developed and the resulting measurements w ill form the variables for further statistical 
analysis (See chapter 6 for the details of scales development). (309) 
As Phase II is also exploratory in its aim of trying to identify the significant determinants, a 
non-experimental survey design is t he most appropriate method. This is predominantly 
89 
  	
		
	  !!!! !"#"#!#!$%&&	
		' ($%
because survey methods provide the abili ty to collect data from a large targeted population, 
and hence provide sufficient statistica l power to general ise the findings to the population.(311) 
In summary, although experimental design, w hich involves manipulation of determinants, is 
powerful in establishing causal relationships,(52, 309) choosing the appropriat e determinants 
fo r an intervent ion is not possible at t he current st age. There are many possible determinants 
and the significance of those on the doctors' intentions regardi ng decision making is yet to be 
establ ished. Furthermore, establishing the 'preva lence' of determinants on PCDs is not 
possib le with experimental design.(309) Consequent ly, an observational quant itat ive survey is 
an optimal methodological design for the second objective outl ined above. 
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3.5 The mixing: Reconciliation of the two phases 
The discuss ion so far has put fo rward the uti lity of developing a pract ical theoretical 
framework to guide intervention as the underlying justification of a mixed methods design . 
Consistent wi th sequential exploratory mixed method des igns,(52) the init ial 'mixing' occurs 
during the phase II development w here findings from phase I will inform both the theoretical 
framework and sca le development in phase II (F igure 3.1). The subsequent 'mixing' occurs 
during the interpretation of the findings. The reconci liation of the fi ndings takes a partially 
synergistic approach. (294) In the concept of synergism proposed by Ha ll and Howard, the 
qua litative and quant itative components complement each other and hence provide an 
understand ing of an issue that is greater than the understandings provided by each 
Qualitative Quantitative 
,•············································ .. \ 
.... ;_~-v~:_·~_?._~_I_!~_";_:~-~- t ~~~~--~ .::~:: + ..... _____ .. 
·•····· ·· ···· ·· ································ 
Significant of Interpretat ion 
Phase II: the of findings 
Quantitative determinants from phase I 
survey w ith ➔ and and II 
mult ivariate conceptual (in the 
analysis framework discussion) 
Figu re 3.1 The overall design of sequential exploratory mixe d method 
approach on its own. It emphasi ses equal value and acknowl edges the different strengths 
provided by each approach. These concepts were kept in mind w hile interpreting and 
discussing the fi ndings from both studies. It is not a ful ly integrated synergist ic approach as the 
integrat ion occurs only at the two investigative stages as described above. A ful ly integrat ed 
mixed method, w hich embraces synergism, wou ld involve integration at all stages of the 
research process from conceptualisation t o implementation, inference and application.(285) 
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The methods and analyses were kept separate because both phases have different 
philosophical assumptions. Their differences are valued and acknowledged (t he concept of 
synergism).(294) They were designed to answer different part s of the question . Phase I is an 
inductive and later deductive strategy in order to develop a substantive theory relevant to the 
doctors at an individual level. It aims to be parsimonious but com prehensive enough (299, 306) 
to explain doctors' intention in undertaking men's health check-u ps. It also aims to be fit, 
re levant and adaptable to each case studied. (306) This is in contrast with phase II where it 
aims to establish an overa ll pattern of the doctors' intention and their determinants at the 
population leve l and therefore uses a statistical approach to establ ish an 'average'. (312) After 
all, what is re levant at the individual level may not be relevant at the population level and vice 
versa. Furthermore, both methods stand on their own cri teria of rigour in phase I and validity 
in phase II. The procedures in ensu ring the rigour in phase I are constant comparison, 
memoing, reflexive notes and t heoretical sampling,(313) whi le val idity in phase II is by 
establ ishing scale valid ity(307) and employing optimal sampli ng strategy.(288) 
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3.6 Conclusion 
Th is study takes pragmatism as the overarching philosophical approach. Sequentia l 
exploratory mixed methods proposed by Creswe ll (52) ach ieves the overa ll purpose of th is 
study; discover determinants of the decision-ma king process and design an intervention based 
on them. The mixing of methods occurs at the development stage of phase II and the 
interpretat ion of the findings at the end of both phases I and II. Because mixed methods 
designs are still evolving,(285) many types of mixed methods (particu larly fully integrated 
designs) are yet to be tested for t heir optimal application. At th is junctu re however, there is 
sufficient rationale t o adopt the design described above. 
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4 Phase I: Methods 
4.1 Introduction 
This chapter provides a deta iled description of t he procedures carried out in phase I. Glaseria n 
grounded theory methods informed the overa ll study design in phase I. There are seven sections to 
this chapter (including the introduction). The f irst sect ion deli neates how I position myself as the 
pri ncipal investigator in execut ing phase I. The subsequent f ive sections describe the methods in 
sourcing the data, data collection, data analysis, and establishing rigou r. Section 4.2 is written in the 
fi rst person to elaborate on my engagement in t he project. The subsequent sections, however, are 
presented in third person. The final section discusses ethical issues. 
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4.2 The role of principal investigator (a reflexive note) 
In qualitative design, the researcher acts as a tool for the purposes of data collection and analysis. 
Researchers are active participants in the processes (299, 306) and have considerable infl uence over 
the quality of data collected and the output of analysis.(287) As such, it is important for me to clarify 
my stance in these processes. 
Preventive health care has been my interest si nce undergraduate training as a medical doctor. I was 
inspired by the great benefit of cost-saving and old sayi ngs "prevent ion is better than cure". This 
inte rest is my main reason for pursuing the specia lty of general practice. General practice offers 
greatest potential and opportunity in the delivery of individualised preventive health care. On the 
other hand, preventive health care for men is chosen as my field of interest because of the 
awareness of poor health status of men. Since my exposure to men's health research as a member of 
MSASAM in 2007, {refer to the "Preface" of this thesis), my interest grew deeper. I be lieve the 
effective delivery of preventive men's health service is the crucial point to the betterment of men's 
health. 
As the principal researcher I conducted all interview sess ions and moderated all group discussions. 
Throughout these processes I kept myself as objective as possible by adopting an objective attitude 
towards data collection and memoing, which acted as reflexive notes (see below for further 
elaboration). I introduced myself as a PhD student, a practicing family physician in a university clinic 
and a lecturer in an academic centre prior to all in-depth interviews or focus group discussions. I also 
made it clear at the beginning of the sessions that I was there to learn from participants' views and 
experiences. The data obtained from them were viewed as unbiased and correct. Their views were 
not judged and I took a neutral sta nce in the debates during the focus group discussions. To be non-
judgmenta l and willing to lea rn from people' s experiences and stories were necessary parts of the 
communication skills acquired during my training as a family physician. I excluded PCDs working in 
my institution or w ith whom I had regula r contact in order to miminise the influence of my 
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relationship on the quality of data collected. During the interviews or focus group discussions, I was 
actively analysing the conversation to come up with questions and prompts that would facilitate in-
depth exploration of the data. 
Transcribing of all audio-records was done verbatim by four transcribers and I verified all transcripts 
by listening to all audio-records whi le checking on the transcripts prior to formal analysis. During the 
fo rmal analysis, I maintained a high degree of sensitivity through active participation in men's hea lth 
and primary care hea lth system research.(34, 135) This has helped me to foster a greater 
understanding of the data and hence make greater sense from the data. This was also a required 
strategy for maintaining a high degree of theoretical sensitivity(299, 306) when attempting to 
theorise from the data. However, I noted the potential influence of my prior knowledge and 
assumptions about men's healt h check-ups in primary care settings. 
I acknowledge that some components of men's hea lth check-ups are poorly delivered to male 
patients in primary care settings. One of the reasons is that PCDs face many challenges while 
providing health services to ma le patients. Inadequate knowledge of men's hea lth may be an 
obstacle but the problems are likely more than that. I also believe that the society and current health 
system in Ma laysia, includ ing PCDs' beliefs and perceptions, play a major role in the poor quality of 
men' s health services. Therefore, in this study I pay particular attention to the PCDs' perspective on 
men' s health issues. 
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4.3 Source of recruitment 
The data was sourced from interviews and focus group discussions w ith part icipa nts who were 
practicing PCDs. The recrui tment of part ic ipant s was done in mu ltiple stages. Stage 1 followed the 
principle of maximum va riation in the background of participants with t he intention of collecting 
suffic ient dat a to develop a prelimi nary t heoretical framework. In st age 2, further data collection was 
informed by the concepts emerging from the init ial ana lysis, and in stage 3, group and individual 
sessions were conducted to obta in feed back from the doctors w ho part icipated in stages 1 or 2. 
The sampling frame t argeted a range of PCDs in Malaysia, including a diversity of genders, age groups, 
qualificat ions, locations of pract ice (urban or rural) and nature of practice (private or public). Klang 
Va lley and the state of Kelantan were selected because of their extreme cultu ral and socio-economic 
profiles (Figu re 4.1). Klang va lley, encompassi ng Kua la Lum pur, Peta li ng Jaya, Shah Alam and Klang, is 
a metropo litan area w hich is economically advanced and has a multi-racial communit y. The raci al 
composit ion is roughly 60% Malay, 30% Chinese and 10% Ind ian. The state of Kelantan has a lower 
socioeconom ic status and is less industria lised tha n Klang Va lley. Almost 95% of res idents in the state 
of Kela ntan are Ma lays. It represents a more conservative commun ity.(55) 
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Klang Valley (Kuala Lumpur and rt 
surrounding municipalities) 
Population: 6 mllUon 
Racial distribution (estimates): 
Malay:60% 
Chinese: 30% 
lndian:1~ 
Gross Domestic- Product percapi a: 
RMSS,951 
(Figure taken originally from a web source: 
Kata Bahru (capital of Kelantan) 
Population: 0.6 million 
Racial distribution (estimates) 
Malay:95~ 
Chinese & Indian: 5" 
http· 1/ r;-gµl'\dam blogspot (Qm/20!Q/08/m0 rd~k.a.J M~po')dgcP;day ! d html & hnp:(/~•-..wi ped(a prg lwfki/tyt~l~ysia 
Socioeconomic data we.re taken from web sources: 
http·/(en.w1krpedta.org/wik1/Gre~t.er Kuala Lumpur· 
http·//w.vw-stat15tis;s .g9ymy/pofplffn-dex.pt-p?9Q1!9 ')---eom CQ"ltent&vieN;.3nlde-&id:::477 &ttem1d;lll&lcmg;:en&'le€e 
~ 
Figure4.l The sites of investigation: Klang Valley and Ko a Bahru 
The only inclusion criterion for selecting the participants was that they had to be fu llt ime practicing 
PCDs. Doctors practicing in academic settings, whose main portfolios were teaching and research, 
were excl uded. 
The participants were invited through severa l channels to fulfill the sa mpling matrix. The strategies 
employed were as fol lows: 
1. In inviting doctors from private clinics (private doctors), invitation let te rs (Appendix 4.1) were 
sent to 200 private PCDs who were members of the Academy of Family Physicians of 
Malaysia (AFPM). These 200 private primary doctors were derived from the list of AFPM 
members practicing in Kla ng Val ley. Members of AFPM have varying levels of qualifications 
from basic unde rg raduate degrees to diplomas, professional memberships of AFPM or 
masters in fam ily medicine. The services provided are paid either by out-of-pocket or via a 
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third-party payer. Members are practicing predominantly in urban settings and there are a 
good mix of age range and gender among the members. 
2. In invi ting doctors from publ ic clinics, contacts were sought through the Cha ir of the Se langor 
division of Family Medicine Specia lists Association (FMSA) . All 25 members of FMSA in the 
Se langor division were invited. All members of FMSA had received post-graduate tra ining in 
family medicine. 
3. To recruit public clinic doctors with basic degrees, the heads of two primary care centres (a 
public clin ic in Petal ing Jaya and the other one, an academic primary care centre in Kelantan) 
were contacted to help recru it doctors in their respective cl inics. 
4. Finally, personal invitations were sent to three key opinion leaders w ho hold important 
positions in various professional health bod ies related to primary care in Ma laysia. 
All invitations were accompanied by a part ic ipant's information sheet (Appendix 4.2) and a consent 
fo rm (Appendix 4.3). The recruitment strategies above resulted in 20 PCDs from AFPM, 10 from 
FMSA, 19 from contacts via heads of clini cs and all three key opinion lead ers accepting the invitation. 
In all, a total of 52 doctors agreed to participate in stage 1 and 2 (Table 4.1). 
Table 4.1 Arrangement for focus group discussions (FGDs) and in-depth interviews (I Dis) 
Stage of Methods of Number of Period of Venue for data col lection 
data data doctors data 
co llect ion collect ion involved co llection 
1 8 FGDs 38 January - 3 in the Department of FM, USM 
(range: March 1 in the Department of PCM, UM 
3-10/ group; 2009 2 in the meeting room of AFPM 
median: 4) 2 in public health clinics. 
10 IDls 10 January - Part icipants' clinics 
March 
2009 
2 4 IDls 4 September Part ic ipants' cl inics 
2009 
Feedback 1 group 5 November Department of FM, USM 
2 individuals 2 2009 Part icipants' clinics 
FM= Family medicine; PCM=Primary care medicine; USM=U nivers ity of Science Malaysia; 
UM=University of Ma laya; AFPM=Academy of Family Physicians of Malaysi a; FGD=Focus group 
discussion; IDl=ln-depth interview 
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Seven doctors from these init ial stages accepted furthe r invitation for feedback sessions. There was a 
good representation from both male and female doctors, and a wide diversity in ages, qualificat ions 
and nature of practices (Table 4.2). (Refer to appendix 4.6 for detailed descriptions of participants 
involved) 
Ta ble 4.2 Demographic and practice characteristics of participants 
Characteristics 
Age range (years) 
Male to female rat io 
Postgraduate to basic degree ratio 
Rural to urban practice ratio 
Number of participants 
(n = 52) 
30-69 
1: 1.74 
1: 1.88 
1: 3.73 
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4.4 Data collection 
In-depth interviews (I Dis) and focus group discussions (FG Ds) were chosen as the data collection 
methods. FGDs provided an opportunity for doctors t o exchange ideas and debate issues relating to 
men' s hea lth. This process was also likely to stimulate thoughts beyond the ir origina l ideas.(314) I Dis 
on the other hand, al lowed the expression of views that the partici pants may not normally want to 
revea l in the presence of their peers.(315) 
The venue and time for I Dis and FGDs were arranged to suit participants' preferences. As far as 
possible, partici pants were encouraged to attend t he FGDs. More private doctors were involved in 
I Dis because t hey were not ab le to accommodate t he t iming of t he FGDs. Eight FGDs were conducted 
with part icipants arranged into groups with simi lar backgrounds. Th is step was taken to avoid a 
potentia lly int imidating situation between doctors with post-graduate t rai ning and ju nior doctors. 
Three key opinion leaders were interviewed individ ually as a precaut ion against exert ing a sign if icant 
influence on the group dynamics in FGDs. There was no segregation of male and fe male doctors in 
the FGDs as t he inte raction and stimulus withi n focus groups from different genders was thought 
likely to yie ld ri che r data on the topic of men's health. (314) 
Duri ng data collect ion, four of the doctors were t heoretical ly sampled based on their characteri stics 
mat ching the emerging concepts during the initia l ana lys is of the data . They were: 
1. A 40 year-old fema le PCD who had a pra ctice in an affluent community. The cost const raint 
of hea lth care was presumed not to be an issue. (The concept of external ba rriers) 
2. A 50 year-old male PCD w ho was interested in prevent ive care. He was certified to practi se 
anti -aging medicine and hormona l therapy. He represented a doctor w ho highly regarded 
ma le preventive ca re. (The concept of medical importance) 
3. A 45 year-old female PCD who practised in a conservative rural community in Sela ngor. 
Receptivity to discuss preventive hea lt h care for male patient s in her clin ic was presumed t o 
be a chal lenge. (The concept of perce ived receptivity) 
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4. A 44 year-o ld male PCD who practised within a commercial office bui lding where his patients 
were mainly male employees. (The concept of doctor-patient relat ionships) 
In the feedback sessions, one group feedback and two individual feedback sessions were held (Table 
4.1). 
All I Dis and FGDs were conducted in English, as English is the lingua franca w ithin the Malaysian 
medica l fraternity. Appointments were set and reminders were sent to the participants one day prior 
to the sessions. 
4.4.1 Conducting focus group discussions 
The appointments for FGDs were made half an hour earl ier than the forma l sessions. The 
initia l half hour was allocated for partici pant registration, for gathering their basic 
demographic information (Appendix 4.4), and to welcome them with a tea reception and 
informal chatt ing. These processes he lped build rapport and broke the ice fo r more forma l 
discussion. Participants in FGDs were given a name tag each with their preferred nicknames 
to faci li tate note taking later. Forma l FGDs started w ith an introduction after the participants 
were acquainted with each other. 
The content of the introd uct ion included the background of t he moderator, the object ives of 
the study and the ground rules of the session. (Appendix 4.5) A free flowing discussion and 
expression of views was encouraged. A series of questions guided by a semi -structured 
questionnaire (Appendix 4.5) were used to trigger discussion. However, complete adherence 
to t he sequence of the questionnaire was unnecessary. Participants were assured about the 
confidential ity of their statements and views. It was emphasised that t he discussion was not 
meant for assessment purposes. Permission was then sought to audio-record the session and 
w ritten informed consent was obtained after the briefing. A note taker assisted only in the 
FGDs to help wit h audio-recording and to document who was conversing. 
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The sessions started with a broad quest ion "What do you understand about men's health?" 
This was followed by exploring t he practices re lated to engaging male pat ients in hea lth 
check-ups. I also explored thei r rationales, views, barriers and motivations fo r their decisions 
to engage the ir ma le patients. Probing, asking for elaboration, paraphrasing t heir opinions 
and redi recting questions ra ised by part icipants to ot her focus group members were 
techn iques used to advance the discuss ions. The average length of the FGDs was 62 minutes, 
ranging from 46 to 77 minutes. All sessions were audio-recorded and t ranscribed verbatim. 
Debriefing was done after ea ch session by acknowledging each part icipa nt ' s cont ribution and 
clarifying any queries or issues raised during the sessions. All participants were reimbursed 
RMlOO (USD 30) to partia lly compensate for t he cost of transport and time lost whi le 
attending the sessions. 
4 .4.2 Conducting in-depth interviews 
The I Dis began with an introduction to the session. The content of the introduction was similar 
to the focus group discussions. The I Dis were conducted in a sim ilar manner to the FGDs 
except that t hey were done wit h the absence of a note taker. The interviewer t ook an active 
listening role and explored the participant's views in-depth. I Dis lasted an average of 49 
minutes, ranging from 31 to 74 minutes. 
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4.5 Data analysis 
Each of the ID ls and FGDs were analysed as one unit of analys is. The procedure involved was as 
fo llows: 
1. Su bstantive coding 
Substantive coding started with open cod ing before moving on to se lect ive coding. In open 
coding, transcripts were rea d carefully and analysed line by line(287, 306) to produce as 
many codes as possible. No preconceived code or code-book was used. The coding process 
was an interpretive process, where sentences or phrases were studied for the processes 
discussed and what actions they implied .(306) Gerunds were used as much as possible to 
code pieces of re levant texts. Gerunds are nouns formed from verbs that typically end with 
"-ing" . Glaser viewed this as an effort to answer "What is actually happening in the 
data?".( 306) This cod ing process reflects t he theory of symbolic interactionism,(301) where 
actions are based on the meaning the actor assigns to the objects he/she acts upon . The 
fo llowing two examples il lustrate how open cod ing was carried out: 
I guess when we talk about men's health, we always go back to what is women's 
health - ID/ 1, 
coded as "comparing men's and women's health" 
I think they feel very ... they are shy- FGD 5, 
coded as "perceiving men as shy" 
Open codi ng generated many concepts {356 concepts from initia l ana lysis of three 
transcripts) . These concepts were consolidated into categories and subcategories through 
constant comparison, memoing and clustering (described below) to form a prel iminary 
framework. Duri ng these processes, renaming and revision of categories occurred iteratively 
unti l a point of t heoretical saturation occu rred,(306) where no new categories or sub-
categories emerged to contribute to the framework. The analysis then moved on to selecti ve 
coding. 
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Selective coding started after a core category was identified following the poi nt of t heoretica l 
saturat ion. The core category was selected based on it s abil ity to subsume and relate to all 
other categories.(306) The process of coding was then aimed at verifyi ng the f it (306) or 
adequacy(287) of the emergent theoret ical framework on the subsequent transcripts. 
Adjustment to the theoretical framework was sti ll open at this stage. The earl ier data were 
also re-examined to establish the 'fit' of the framework. The fo llowing were examples of 
selective coding assigned to the core category of "balancing men's receptivi ty and med ica l 
importance". The core category represented the link bet ween "weighing the medica l 
importance" and "weighing men's recept ivity" to health check-ups. 
Sections from one of t he transcript s 
I had the experience during diabetic clinic. I think I inform 
Dr. X that I make every man that comes for the diabetic 
clinic [follow up]. I ask, if they ore married, I ask about 
sexual dysfunction and 
this one patient was very mad on me hahahah . ... and 
scolded me because he so call religious man, 'ustaz' (a 
religious teacher) em ... and .... I was scolded by the patient 
because I bring up the thing, by asking you know about "the 
diabetic patient they often has this problem ... do you have 
any problem with your wife regarding sexual 
relationship?" .. So he was very angry. 
Now not every patient I go and ask that hahah . . thing ta 
men, say .. even this is diabetic clinic. I could, I don 't, 
because of that very bad experience ... . his stood up and 
really scolded me in front of all patients and everyone can 
hear. 
codes 
Weighing the med ical 
importance 
Weigh ing the receptivi ty of 
men 
balancing men's receptivity 
and medical importance 
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2. Consta nt compa rison 
Consta nt compa rison is one of the core interpretive methods in arriving at meaningful codes 
and categories.(287, 306) The initial codes, generated from open cod ing, were compa red 
with each other to examine the substantive similarities and differences. The substa nt ive 
simi larities discerned from this comparison were conso lidated into a higher level of concepts, 
cal led categories. These categories were constantly com pared again wit h the subsequent 
data, other categories and the codes they subsumed. Through th is process of comparing, 
emergent meaningful categories representing 'higher order' abstraction was possible. For 
example, the category "Weighing the receptivi ty of men" emerged from comparison of t he 
fo llowing codes: 
• Depending on agenda of consu ltat ions 
• Depending on perceived men's comfort wit h doctors 
• Discouraged by negative perception on men's receptivit y to health check-ups 
• Motivated by men showing eagerness fo r hea lth check-ups 
3. Memoing 
Memoing is simply a process documenting, or recording and t racing, st reams of thoughts 
throughout the entire process of data analysis. (287, 306) It also provided reflexive notes to 
examine and check on my pre-conceived ideas and assu mpt ions that may have been 
unintentionally embedded in the analysis. Memos also served as a tool to facilit ate the 
process of reflect ing and cri t iquing my ideas, thus allowing synthesis of a higher level of 
abstract ion and the emergence of core category and sub-categories. It helped in 
understa nd ing the re lationship between one category and another. Memo writing 
commenced soon after the cod ing and analysis began and was used th roughout the enti re 
ana lysis. At the conclus ion of coding for each tra nscript, a memo was written to capt ure an 
overall impression of each interview in order to provide a distant view of what the 
participa nts' op inions were, as opposed to the detailed ana lysis of open cod ing. 
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4. Clusteri ng 
Clusteri ng was used along with memoing as a way to work out all possib le re lat ionships 
between codes and categories.(287) Codes with sim ilar concepts were grouped and the 
sketching of a conceptual map began . The early conceptual map formed a tentative 
theoretical framework. It was refined and adjusted in an iterative manner fol lowing the 
ana lysis of further t ranscripts, thus allowing the emergence of ideas from al l transcripts to 
inform and influence the outcomes. 
5. Theorising 
The techniques described above consti tuted the process of formi ng a theoretica l framework. 
It was an iterative process moving back and forth from open cod ing to selective coding, 
constant comparison, memoing and clustering. These techn iques facilitated the 
esta blishment of relat ionships between categories, which was essentially the analysis from 
which theorising arose. The use of gerunds in cod ing also he lped in t his process.{287) By 
adding 'actions' and a sense of 'process' in the codes, they fostered a re lationship between 
the codes. (287, 306) 
6. Theoretical coding 
The final step in the formation of the theoretical framework was attempting to apply 
deductively established theoretica l concepts to determ ining whether t hese existing 
theoretical concepts would il luminate the f indings fu rther. The causa l model (or the 6 C's 
model) (306) and theory of reasoned action{297) were exploited to sensit ise the process of 
theoretical coding. 
However, the sequence of analys is did not take the order listed above. It started as soon as data 
co llection commenced. Memos were wri tten after each FGDs/ lDls to capture an overa ll impression 
and t he themes that had emerged. Theoretical sampling of data took place where the early memos 
directed additional questions asked in the subsequent FGDs or I Dis, in order to delve deeper into 
areas which were not spoken about in the earlier sessions. Formal ana lysis started with the reading 
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of the fi rst t hree transcripts (two I Dis and one FGD) repeatedly to gain an overa ll understanding of 
the interviews. Th is was followed by open coding to identify in detail the concepts expressed by 
participants. The initia l open coding generated 356 concepts, which were consolidated into 
categories, subcategories and an initial theoretical framework by using the techniques of constant 
comparison and clustering described above. The emergent theoretica l framework was refined and 
adjusted following re-analysis on the earlier t ranscripts and analysis of subsequent transcripts in an 
iterative manner (Figure 4.2). The processes of coding, constant comparison and clustering were 
often interrupted by moments of thought. These were moments where memos were written to help 
deepen the analysis. Tentative theoret ical satu ration was achieved in the analysis of the 11th 
transcript (eight I Dis and three FGDs) when no new categories or subcategories emerged from 
further analysis of seven other transcripts. Having completed the init ial analysis of 18 transcripts, 
four more I Dis were conducted to validate and conf irm the saturation of the theoretica l framework. 
The questions asked during these four IDls focused on the concepts in the core category and its sub-
categories. The ana lysis was aided by the qualitative data management software, QSR Nvivo 8.(316) 
All codes are listed in appendix 4.7. 
1D1s/FGDs 
l 
Memoing, sketch ing, modeling 
Figure 4.2 The iterat ive process of data analysis 
theoretica l 
framework 
108 
  	
		
	  !!!! !"#"#!#!$%&&	
		' $ $%
4.6 Rigour in grounded theory 
Rigour of ana lysis was ach ieved in t wo ways. First, t he summary of concepts that emerged t hrough 
open coding was read and examined together with my supervisors for thei r appropriateness of 
cod ing. Second, all partici pants were invi ted to group feed back sessions where the main find ings and 
t en tative theoretical framework were presented. The participants were encouraged to provide 
feedback on whether the find ings matched their decision-making process on the issue of men's 
hea lt h check-ups. Seven participants provided feedback; five attended a group feedback session and 
two provided feedback via individ ual sessions (Table 4.2). 
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4. 7 Ethical issues and confidentiality 
The study was approved by the Ethics and Med ica l Research Committee, the Ministry of Healt h 
Malaysia (NMRR-08-1516-3079), the Medical Ethics Committee, University Malaya Medica l Centre 
(679.28) and the Human Research Ethics Committee, the University of Sydney (03-2009/11490). (See 
append ix 4.8 for all approval letters) 
The intervi ews and focus group discussions revealed doctors' experiences in encountering men and 
expressing the ir persona l attitudes towards men's health issues. The doctors might have felt 
vulnerable to judgment and eva luation by colleagues during FGDs. Th is fee ling of vulnerability could 
also happen in ID ls due to the presence of an interviewer. Hence, confident iality of the information 
was assured and the grouping of doctors in focus groups was done in such a way as to minimise 
intimidating situations. All part icipants were assured of confidentiality by 
1. Allowing pa rt icipants to use names t hat they were comfortable with; 
2. Using pseudonyms in the notes taken by the note taker; 
3. De-identifying all people and places ment ioned in t he t ranscripts; 
4. Not co llecting names in the socio-demographic informat ion sheet; 
5. Holding all aud io-recording data by one resea rcher and storing it in a locked cabinet . The 
data were coded without participants' particu lars being traceable by others; 
6. Erasi ng all audio-records after transcript ion. 
Consent (Appendix 4.3) was ta ken after all pa rt icipa nts were given appropriate info rmation as stated 
in the participant information statement (Appendix 4.2) . They were allowed to raise any quest ions 
about the study before consenting to participate. Participat ion was enti rely voluntary. Consent was 
fo r the permission to audio-record and to use t he information fo r answering the research object ives. 
Debriefing was done at the end of al l in-depth interv iews or focus group discussions and any eth ical 
issue raised du ring the sessions was attended to. 
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5 Phase I: Results 
5.1 Introduction 
Th is chapter outlines t he find ings from the analysis of phase I data. Phase I aims to develop an 
explanatory model of how PCDs decide to undertake men's health check-ups in Ma laysia. Due to the 
exploratory na ture of qual itative study, many meaningfu l categories eme rged from the analysis. 
However, in order to stay focused on developing a parsimonious theoretical framework, only the 
core category and re lated sub-categories are presented here. The following section presents an 
overview of t he findings to prov ide an orientation of the detai ls that fo llow. 
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5.2 An overview of the findings 
In engaging male patients in health check-ups, PCDs were required to weigh many considerations 
before decidi ng to proceed. The intention to initiate health check-ups started w ith a menta l act of 
balancing the perceived degree of male patients' receptivity with the importance of a range of 
potentia l medica l issues facing men (Figure 5.1). 
Physician's 
phi losophy of 
health 
promotional 
activity 
Topic for health 
check-up: 
•Defining the 
scope 
of men's health 
Perception of men's 
help seeking 
behaviour 
Perceived doctor's 
image to men 
Agenda for visits 
Weighing the 
medical 
importance of 
men's health 
Weighing 
men's 
receptivity 
Balancing 
between 
men's 
receptivity 
and medical 
importance 
Competency in 
undertaking 
health check-up 
Intention to 
initiate 
hea lth 
check-up 
Considering 
externa l 
factors 
Negotiating 
health check-
up 
I D core category 
Figure 5.1 Substantive theoretical model of the doctor's 
decision making to engage men in health check-ups 
The level of receptivi ty of male patients to hea lth check-ups was determined by doctors based on: 
their perception of their image in the eyes of male pat ients, the agenda for visits, their perception of 
men's help-seeking behavior, and the topic of men's health at hand. The importance of medical 
issues was determined by doctors based mainly on two factors: their philosophica l stance on health 
promot ional activities and the ir understanding of men's healt h issues. However, even with a strong 
intention to in itiate health check-ups, the actualization of health check-ups could be modified by 
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perceived external factors and doctors' persona l com petency in negotiating hea lth check-ups with 
patients. 
Section 5.3 featu res an account of what PCDs understood about men's health in order to provide 
background and put the theoretica l framework in context before describing each of t he concepts 
affecting their decision making. The PCDs' understanding of men's health determined the importance 
they attached to men's health checks and t he perception of their pat ient s' receptivity to health 
check-ups. These two determinants are elaborated in section 5.4 (weighing medical importance) and 
5.5 (weighing men's receptivity). Section 5.6 (balancing men's receptivi ty and medical importance) 
provides an account of the relationship between these determinants and how the decision to initiate 
health check-ups was reached. The subsequent chapters describe other factors that modified this 
decision and which lead to the negotiation of the health check-ups. Section 5.11 describes the results 
from the feedback sessions, while the f inal chapter provides the conclusion of the theoret ical 
framework. 
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5.3 Primary care doctors' understanding of men's health: a poorly defined 
concept 
The concept of 'men's health' was new and poorly defined to many PCDs. Hence, there was much 
debate over the scope of men's health wit h doctors hold ing opposing views about it. 
5.3.1 A new concept and an unresolved jigsaw 
Men's health was often cited in I Dis and FGDs as a new term and concept . When asked 
about men's heath, PCDs referred to the def inition of hea lt h by t he WHO, which 
described hea lth as complete physical, psychological, spirit ual and socia l wel l-bei ng. 
Men's hea lth would be the health issues of men relat ing to these areas. However, 
defining men's health in th is way often appeared unthought-of by the participants . 
... looking at the chapter itself, men's health is a new chapter to me. 
-7R2 
What we currently see this, men's health a new terminology .. and it has not been 
identified as having certain specific issues in men's health compared to women's 
health. 
-/D/2 
I looked at it as holistic. I don 't said men's health only comprises sexual 
{health]. .. Whether is men's health, women's health, when you talk abaut men's 
health, this is very braad isn't it. Then you got WHO definition of health, so 
it's ... everything. 
-2R3 
Okay. Men's health is actually, er, as erm ... lf you look at WHO definition, er ... health 
actually should encompass, not only the physical, it should include the mental of a 
person but you are focusing among the males. 
-/D/7 
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Wh ile PCDs described the provision of many services such as cardiovascu lar risk screen ing, 
opportunistic screeni ng and t reatment of chronic disease for male pat ients, these services 
were performed without the awareness that it could be part of a men's hea lth service. 
They were perceived as services rendered to any patient and t herefore not gender-
specific. 
Until lately, our questions were just, you know .. opportunistic screening and all that. 
We are not thinking about men's health. 
Men's health was seen as a piece in an incomplete j igsaw puzzle. While not ent irely 
fore ign, it remai ned challenging for PCDs to see it as a distinct entity. They knew 
somethi ng needed to be done for men but were not entirely sure w hat shou ld be 
included under men' s health . 
-/0/6 
Most of the things [health care services provided], they know but they don't do it as 
part of men's health. They know is a part of medical consultation. There should be 
bits and pieces there inside a patient; you have all the pieces of jigsaw puzzles of 
men's health. The other problem is there are a lot of missing pieces around. 
We never think about men's health, we never actually divide patients like 
that ... actually we just take care about patients. 
-/0/6 
-6R3 
Men's hea lth was poorly defined compared to the more established concept of women's 
hea lth . Proact ive hea lt h care and opport unist ic screening for fema le patient s were known 
to the doctors, but when men's healt h screening was mentioned, there were many 
'maybe' moments of uncerta inty. 
I think men's health screening .. it is not as screening as what they do as women 
health's screening. For women's health screening, everybody knows .. . what to do, but 
115 
  	
		
	  !!!! !"#"#!#!$%&&	
		'  $%
male patients, we da nat really have that kind af exposure that kind af knowledge 
what we have to do. For some of us may be we know but frequently forget about it. Is 
not like that when I saw a 50 years old lady come to the clinic and I would suggest to 
her, pap smear examination, I would suggest. But for male in 50 years old, male 55 or 
something come into my c/inic ... lt won't come into my mind to ask for men's health 
screening. 
-4R1 
Maybe we don't know what to ask about men's health. 
-5R4 
The relationship between men's medical problems and gender was not obvious, 
particularly in relation to non-ma le-specific medical problems. For example, doctors often 
did not see a male patient with diabetes as a 'male' patient, but simply as a patient with 
diabetes. The missing link (j igsaw piece) was in viewing male pat ients' medical illnesses as 
a 'men's agenda'. Because of th is uncerta inty over what constituted men's health, t here 
were debates, especially du ring focus group discussion, about t he scope, approach and 
importance of so-ca lled 'men's health' . For obvious reasons, t hese debates were not 
reflected in the I Dis. However, the IDls provided a w ide spectrum of responses in re lat ion 
to the scope of, and approach to, men' s health. 
5.3.2 Scope of men's health: holistic versus male-specific health 
At one end of the spectrum of opinion, some PCDs thought that the scope of men's health 
should be holistic. At the other end, PCDs advocated seeing men's health as only re lated 
to male-specific disorders. Those taking a holist ic perspective would include all aspects of 
hea lth as defined by t he WHO. These aspects would also include hea lthy relationships 
wit h family members and men's worki ng environments. Those taking a holist ic 
perspective also emphasised the need to look into men' s quality of life . They noted that 
physical health, mental hea lth and social hea lth were interre lated, while acknowledging 
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the need to explore men's sexual health, because in Malaysian society, sexua l health 
ca rries an image of manliness and masculinity.(34) Therefore, sexual health has to be 
addressed alongside t he other aspects of men's hea lth, such as their psychological well-
being and underlying medical problems. 
The patient might have diabetes, hypertension, and also the problem of erectile 
dysfunction which may affect his relationship, his social life and so on. It's all 
interrelated. 
-8R4 
Taking a holistic approach to men's health also invo lved issues that were common to men 
or where men were at higher risk. 
My priority [of men's health check-ups] would usually be on the most prevalent 
disease that men faced, it should be cardiovascular [problems]. That is the most 
important thing that we need to look at. 
-/0112 
This holistic scope of men's hea lth was challenged by some participants. They agreed that 
ca re for male patients should include all aspects of t heir health as defined by the WHO, 
but when talking about 'men's health', they preferred to refer to it as male-specific 
conditions in order to different iate it from general health. In their opinion, although 
overall health was a concern to men, it should still remai n under general health and not 
be included in the discussion on men's health. 
men's health er ... actually we have general health, female health and men's health. 
Men 's health actually to me is pertaining to the sexual organ then from there, we 
trace back their health. 
-3R1 
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Normally when you talk about men's heolth, the process just norrow down their mind 
specific to men's sexual health needs. Although we shouldn't just focus on one issue 
but sometimes when we think about men's heo/th and men's need, most people make 
it [men 's health] focus to sexual health. 
-8R3 
Those doctors opposed to a holistic approach to men's health preferred to classify hea lth 
issues into genera l health, women's health and men's health. Although the doctors 
preferred such a division, they did recognise that sexua l hea lth, particularly erecti le 
dysfunction, was associated with cardiovascu lar morbidities. They advocated holistic 
approaches to urological and sexual hea lth, and erectile dysfunct ion was seen as t he 
indicator of men's overal l health. 
So if this patient has ED, definitely this patient is prone for hypertension, diabetes. So, 
we are using ED as an indicator. 
-3R1 
Although there was debate about the scope of men' s health and uncertainty about what 
constituted men's health, much of the discussion was around men's sexua l health. Some 
PCDs wanted to assess men according to various aspects of health simu ltaneously, 
including sexual health, by adopting t he WHO's definit ion of hea lth, whereas others 
advocated that sexual health should be the focus of a holistic approach to men's health. 
The debate was essentia lly about what the prime focus of attention should be when 
doctors talked about men's health. 
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5.3.3 Opposing views on the approach to men's health: universal or gender-specific 
Most of the doctors viewed men's health as a new concept. However, some 
acknowledged the need to have a gender-specific, as opposed to a universal, approach to 
men's health. Proponents of the universal approach to men's health argued that men 
should be approached the same way regardless of the ir gender in non-male-specific 
condit ions. In thei r consu lt ations, men were considered to have similar hea lth needs to 
women as far as common health issues are concerned. Some even quest ioned the 
reasons for having a separate entity conceptualised as men's health. 
Well, I think as the health care provider, services that we provide, we should be 
universal for male or female in whatever age groups, it should be universal. 
Aging medicine is already there, I don 't have to talk about it. Whole lot of people 
addressing the issue here. These {men's health} are meaningless. If you are not 
practical, you farget it. There is no big deal about men's health. 
-8R6 
-10110 
According t o these doctors, there were more urgent health issues such as hypertension, 
diabetes and acute ill nesses, which deserved greater pri ority. Specif ic men's health 
concerns such as sexua l health were considered secondary to these common il lnesses . 
... there are many other problems to settle ... hypertension, diabetic rather than men's 
health, this one doesn 't kill you ... 
-2R2 
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In the ir opinion, sexua lly-related hea lth matters were the only area that required a 
different approach. 
I agree with Dr. L, for general health, there should be no different but, if you talking 
about men's health {in relation to sexual health] then you should have a different 
approach. 
-3Rl 
Most men are, at least I think, quite concern with the sexual health concern that 
relates to the masculinity, manliness, so that is another factor that we got to know 
about. 
-10/6 
The opponents of a universal approach stated t hat men exhibited different help-seeking 
behaviour and hence needed specia l attention. Men would not present readily for health 
assessment or for trivial illnesses due to the prescribed image of masculinity in Ma laysian 
society. Men also have different social priorities and responsibi lities in li fe. For example, 
men were un li kely to attend health services during working hours because they placed a 
higher priority on work. Therefore, health service delivery to men has to take these 
factors into consideration . 
... this group of people {men] who need to be screened but do not seem to come for 
screening due to their responsibility ... because men seem to think perhaps health 
screening is not one of the priorities. The priority is to earn money and be the 
breadwinner for the family. That's more priority to them. So perhaps you should have 
advocacy for men health, it will allow them to come. 
-8R6 
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Those doctors opposed to a unive rsa l approach noted the re lat ionships between sexual 
hea lth and common medical il lnesses, social re lationships and fami ly systems. Men have 
important roles as the financia l providers and companions to the family . 
... patients with ED problem also have the risk of having Ml {myocardial infarction] or 
having heart problem. So I think it's important. 
-4Rl 
I not sure why but, maybe that 's why we try to capture this graup af people [men] 
wha need to be screened but do nat seem to come for screening due to their 
responsibility and other things that concern them out there. 
-8R6 
They also noted the need to have special communication skil ls in approaching men and 
the need to be sensit ive to their ma le patients' masculine se lf-image and socia l 
responsibility. 
Tackling the male {patients] is not simple. It is not similar with tackling the female 
patients. 
-/017 
I think it important how to ... to approach men. 
-2R3 
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They often advocated specific approaches t o men's health service delivery, wit h specia l 
attent ion given to addressing men's healt h issues. At present the health care system, 
particularly the publ ic healt h system, only provides specia l services for matern al and chi ld 
hea lth. 
However to advocate and to capture men's interest, we might have to use different 
approaches for them {men] to use the services ... 
-8R6 
What I try to say is that our settings right now are more friendly towards women 
because our maternal and child service is very well established and we focus more on 
that. 
-8R4 
Maybe maternal child health clinic should change to family clinic. 
-8R3 
The gender of doctors is thought to have an influence on how they view men's hea lth and thei r help-
seeking behaviour. Cont rary to th is assumption, however, a review of ou r data did not yield 
substantive differences between male and female doctors. There proved to be similar and opposing 
views of men's hea lth among both male and female doctors. 
There was indeed a wide variation in opinions about men's hea lth among Malaysian PCDs. The 
concept of men' s hea lth was relatively new to many of t he participati ng doctors. While most agreed 
on t he holist ic approach to men's healt h, many were uncertain about the focus of emphasis, the 
scope, the approaches to men's health issues and men's health check-ups. 
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5.4 Weighing the importance of men's health 
Weighing medical importance was one of the prominent determinants invo lved in th is process of 
decision making. Essent ially, the process of weighing medical importance was a menta l act of 
assigning the degree of emphasis t he doctors conferred on a part icular med ica l condition du ring an 
encounter w ith the ir pat ients. The doctors weighed the medical importance of men's health check-
ups based on t heir own understandi ng of t he top ic and scope of men's health, their own interests, 
and t heir responsibi lity for health promotion in primary care (Figure 5.1). 
5.4.1 Interest as a factor in weighing the importance 
In a focus group discussion, one doctor spoke about her initiative to inqui re more into areas 
t hat interested her, and this opinion was supported by others. The ir interest influenced 
whether they considered certain health issues important, and hence they placed more 
emphasis on screening it. 
I look ot things thot sort of . I feel that if the things interest me more, I tend to screen 
it more often and ask more ... such as smoking 
-8R4 
Again, it comes back to the basic, as really the interest and the man power. So we're 
looking into a specific men health issue. It is more than what we do in extra {in our 
routine]. 
In an IDI, a doctor admitted to not address ing men's hea lt h issues because she was not 
interested. 
-SRS 
Because I'm not really interested on men's health issues, so I just, I mean, delve only 
on the surface and I don't go into it. 
- /DIS 
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5.4.2 Understanding men's health as a factor in weighing the importance 
FGDs again provided an opportu nity for the pa rtici pants to debate the scope of men's health, 
which infl uenced their intent ion of what to screen in health check-ups. Doctors who took 
note of card iovascular disease as a common problem affecting men would emphasize 
cardiovascu lar risk assessment (including smoking) as part of hea lth check-ups. This was in 
addition to male-specific disorders, such as sexua l reproductive disorders, which have often 
been advocated as the main issues in men's hea lth. 
I know that people hove looked ot like sexual problems, like erectile dysfunction ... ond 
now andropause .. . that's another err .. . the main domain of men's health, but the other 
domain, I think cardiovascular screening and the cancer screening also ... that is what 
we usually do 
-2R3 
On the other hand, in the same FGD and also in other FGDs, some doctors who emphasised 
male-specific disorders as the main concern for men's health would make sexua l health the 
main agenda in men's health check-ups. While they would also enquire about cardiovascu lar 
risk factors and family relationships, t hey saw these issues as underlying factors to sexual 
health. 
Partly ... true also but I think now, when talk about men's health, because now 
cardiovascular diseases come under cardiovascular screening, so .... when we talk 
about men's health right now, it is more towards men's sexual organ disease like 
prostatism, prostatitis or sexual dysfunction 
-2R2 
I think, for us as a GP, our role is to screen ED to detect a 'bigger' underlying disease, 
so our job is to screen for ED get down to the underlying disease 
-3R1 
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It was their knowledge and exposure that shaped their understanding of the scope of men's 
hea lth issues, and hence their perception of it s importance. Both I Dis and FGDs have raised 
doct ors' concerns about the ir exposure to, and knowledge of, men's health screen ing. 
I think we don 't have enough information about testosterone deficiency, probably we 
don 't see it as importan t. We probably we, we see as part of. .. as part of ageing 
process. 
- 1D13 
I think men's health screening it is not the same as what they do for women's 
screening. For women's screening, we have a lot of campaigns. Everybody knows 
what to do, but for men, we do not really have that kind of exposure, that kind of 
knowledge why we have to do. 
-4Rl 
5.4.3 Philosophy of health promotion as a factor in weighing the importance 
In an interview with one of the key opinion leaders, t he doctors who saw health promotion 
as the responsib ility of primary care would proactive ly provide health check-ups. 
We will start screening them {men] for various risk factors to attenuate the cause of a 
disease. Delay the onset of the complication as well. 
-/012 
However, if the doctors had a negat ive perception of the importance of men's health ch eck-
ups, t hey would not put any effort into initiati ng it. 
I, I think, there is no big deal about men's health. As I said, I don 't th ink you should go 
and waste so much of your time. The most important thing is practicality. For a 
doctor ... the most important is actually must be practical. If it's not practical, you can 
forget it. 
-1D10 
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In summary, the doctors' perceptions of their responsibility and the importance of the areas for 
men's hea lth check-ups determined the pri ority and degree of emphasis during encounters with 
male patients. The felt responsibility of health screening was related to the doctors' phi losophical 
stance on hea lth screening. Hence, the weight t he doctors gave to a particula r men's hea lth area did 
not change with t he agenda for visits. Rather, t he pri ority t o bring up the issue during encounters 
with men depended on their perception of men's receptivit y to health check-ups (Figure 5.1). 
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5.5 Weighing men's receptivity to health check-ups 
The second prominent determinant of doctors' intentions to in itiate health check-ups was the weight 
doctors assigned to men's receptivity to health check-ups (Figure 5.1). Men's receptivity to hea lth 
check-ups reflected the degree of willingness of ma le pat ients to discuss health check-u ps during 
consultation. Hence, the weight assigned to a patient's recept ivity influenced the doctor' s intention 
to ra ise discussion about the check-ups (Figure 5.2). 
Perceived high 
degree of 
receptivity 
Strong intention 
to offer health 
assessment 
Figure 5.2 Relationship between perceived receptivity and 
doctors' intent ion to offer health check-ups 
5.5.1 The degree of perceived receptivi ty 
The ultimate degree of receptivity was when the male pat ients themselves requested a 
hea lt h check-u p or a particu lar screening test . In so doing, the men openly declared their 
interest in health check-ups. In these circumstances, doctors would not hesi tate to undertake 
the hea lth check-ups. This is demonstrated by the following quotes taken from one of t he 
FGDs: 
Sometimes we do know the outcome. I suggest to him why not you [the patient] get 
these done: why not screen for cholesterol, diabetes. Usually I do suggest for such 
screening but such patients who come for screening are very few. Very few will ask for 
it. 
-7R4 
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I do get patient like thot too, they o/1 wont to do blood test, "doctor I wont to check my 
blood", that's whot they said. So I proceed with blood test. But, very seldom I propose 
to them. Tell you very frankly . Very seldom I offer. 
-7R1 
At the other end of t he spectrum, the degree of receptivi ty was lowest when male pat ients 
refused to discuss health check-ups by articulating their disapproval or by conveying unease 
non-verbal ly. 
Sometimes it takes some time. I've seen, I've written in my cord okay I want to do 
blood test next time, then next time he doesn 't come, then the next few visit he's not 
there ... disappear (chuckled] 
-7R4 
Most of the time if you for those unprepared patient, if you just bring up this question 
[about health screening] they would just shrink away. They would just shut 
themselves up and say 'Just proceed with this consultation and I do not want to listen 
more to this". 
-/011 
In-between these two extremes, there was a spectrum of perceived receptivit y. Th is 
percept ion of men's receptivi ty was shaped by doctors' subjective assessments when they 
encountered ma le patients in the cl inics. The effort of this subjective assessment ra nged 
from minimal, i.e. just based on the ir prior assumptions, to a more thorough effort such as 
'indirect questioning' to test men's receptivity. The objective way of assessing men's 
recept ivity by posing direct quest ions such as "Would it be okay to discuss health check-ups?" 
was not encountered in any of the transcripts. Often, the questions about screening put to 
male patients were direct offers of screen ing tests or health checks. 
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I'll tell them these are the mile-stone {scheduled test] you need ta screen. 
-ID/ 2 
I said, when was your last cholesterol done? Have you had this checked, have you had 
that checked? You know at this age we need to have this and all that. .so I think if we 
keep on reminding them. 
-ID/6 
I make every man that comes for the diabetic clinic. I ask, if they are married, I ask 
about sexual dysfunction. 
-2R3 
These questions were not assessing men's receptivity but rather were the first step in the 
process of "negotiating health check-ups" (e laborated below; section 5.10), where a balance 
between medical importance and men's receptivity was reached and the intention to initiate 
the discussion was already made (elaborated below; section 5.9). 
5.5.2 Methods of assessing men's receptivity 
There were three methods of assessing men's receptivity: 
1) The doctors assumed the level of men's receptivity based on t heir prior perception 
about the factors influencing their recept ivity (Figure 5.3). 
Sometime we feel reluctant {to offer health examination] because of patient 
himself. They seem to be reluctant for us to examine. 
- 4R3 
Social history is something that I personally feel, in an Asian set-up, and I 
think there are enough studies to prove that we fail on this areas, particulars 
we GPs, fail in this area, because we just assume and we judge on overall and 
say, no, this guy will not be forthcoming. 
I know the outcome will be negative so I don't want to waste my time. 
- ID/13 
- 6R2 
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2) The doctors watched for cues from their pat ients. For example, doctors would look 
out for a cue indicating some hidden agenda . Th is indicated receptivity to further 
questioning and hence proactive health screening may be on the pat ient's agenda. 
This was usua lly the case when it was about sexual health. The absence of such cues 
ind icated non-receptivity. 
Let's say, the patient come and just for a normal flu and cough, I'll say, "Ok, 
I'll give you some medication", this and that and everything. You can sense 
that. Some of them will say, "Ok, see you". They just go on. Some of them just 
sit down and then they will chat with me. If they know there are no other 
patients waiting, they'll say, "Oh, doc, is there any patients?", I say, "No, no 
patients. " So, they'll stay. Then they will ask, how's the business, this and that. 
So, that's how I start talking about anything. So, that's how I manage to 
easily ask them to do the screening. 
- ID/ 14 
3) The doctors indi rectly tested men's receptivity by introducing a broad question about 
health and observing the patient' s response. If the men responded positively, it 
ind icated that they were ready for further discussion, and hence a level of receptivity 
to ta lk about hea lth check-ups. 
I suppose health, if you want to define health, it's not just physical . . also 
emotional, social and psychological. So, usually, you know ... We tend to 
question, "How, how do you feel?", "Are you satisfied with your life?" and so 
on. 
- 1D14 
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You soy 'Do you have problems in your relationship with your spouse? 
Ar ... something of that nature, Then, I lead. I see what the response is coming 
back to me like. You able to probe in a gentle manner without the patient 
feeling uneasy. 
-ID/9 
From there I ask a basic history, a family history and we progress from there. 
if they kind of open up and ask me further questions and I'll answer it, and 
that's how the conversation grows. Otherwise we'll stop. 
-ID/ 11 
The above th ree methods were not exclusive to each other, and they overlapped at their 
boundaries, therefore representing a continuum. The minimal effort of assessment based on 
assumption relied heavi ly on the doctors' percept ions of the factors that influenced men's 
receptivity (Figure 5.3). They made assumptions about the leve l of sensitivity of the topics for 
discussion, the men's help-seeking behaviour, the ir image to men, and the level of receptivity 
associated with the agenda for the visits. By contrast, observing cues from their male 
patients during encounters with them involved greater effort in assessing their receptivity, 
and hence reduced t heir assumptions about t he four factors outlined in Figure 5.3. At the 
other end of the spectrum, w hen doctors 'indirectly' tested men's receptivit y, minimal 
assumptions were made about it. 
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5.5.3 Four factors influencing doctors' perceptions of men's receptivity 
Perceived 
sensitivity of 
the top ic for 
discussion 
Perceived 
men's help 
Re lying on seeking 
subject ive behaviour Weighing 
assessment men's 
Perceived receptivity 
Doctor's image 
to men 
Agenda for 
visits 
Figure 5.3 Factors influencing the perception of recept ivity 
1) Perceived sensitivity of the topic of men's health check-ups: 
Discussion of less sensitive hea lth issues, such as cardiovascular risk assessment, was 
perce ived as more ea sily received by many male pat ients. By contrast, sensitive 
issues, like sexua l health, were more difficult to broach unless there was reasonable 
justification. 
Because the test is simple, not invasive .. so they know that they'll have the 
disease ... and ... there is no sensitive issue in screening about the high risk 
cardiovascular, metabolism syndrome. 
- 2R5 
I'll take the opportunity to check his ah .. BP, weight, height, I'll check his BM/ 
I'll start promoting itself, and let's say if the BP is high I'll tell him 'please 
come back and recheck again. I will also promote {blood test], if he is more 
than 40 I'll say, I will advise him even though is not that setting {of health 
check], I will said please come back and do screening for cholesterols, 
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diabetes. Ida nowadays. Ah ... af course sexual history actually only far those 
patients have hypertension in addition diabetes. 
- 7R4 
I find it hardest ta talk ta men in the alder age group where they will ta tally 
cut off, you know, our conversation and say no, it's part of aging, or you 
know, where ED is concerned. 
- IOI 11 
While prostate disorders may be viewed as a sensitive issue in the community, if it 
was not perceived as sensitive by the doctor, then initiating discussion about it was 
an easy matter. 
If it is a first time visit and I'm seeing the patient, and the patient is let's say, 
50 years old, 50 to 55, immediately I will ask them about prostate problems 
on the day. It's not as personal as ED. 
- 10 114 
2) Doctors' perceptions of the help-seeking behaviour of t heir male patients: 
Doctors associated men's positive attitudes t owards health with receptivity to health 
check-ups. When male patients were perceived as interested in hea lt h information, 
placed hea lth as a priority, and were w illi ng to pay for a hea lth check-up, then t hey 
were more likely t o be interested in a broader discussion about thei r health . Older 
men were also perceived to be interested in maintaining health. 
Men who are aware af health are quite happy when you give a card, an 
appointment card. They do come back to you and said '/ want a health check, 
can you please check' 
- 7R4 
Men over forty, for example, I think they will, they have already got that idea 
that they are about to go for health check. And I think, especially the 
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government officers, the government has a compulsory program far health 
check ... they accept [the idea of health check-up] 
- 1D14 
On the other hand, if the doctors had a negative perception about a male patient's 
help-seeking behaviour, they would perceive these individuals to be resistant to 
hea lt h check-ups. This substantially reduced their intention to discuss a health check-
up with t hem. For example, stereotyping men into the hegemonic image of 
masculinity contribut ed to the perception of low receptivity to health check-ups. 
Men were thought to be in denial of their health, not believe in health check-ups, 
guard thei r masculine image, and fear long term t reatment. Men were also t hought 
to have low receptivity to health check-ups if doctors bel ieved that a sexual health 
discussion with men was a taboo subject. 
The men seem to think, perhaps health screening is not one of their priorities. 
The priority is ta earn money and be the breadwinner for the family. That's a 
higher priority for them. They perceive health is not important. 
- 8R6 
In that sense .. it is partially a cultural context that guys here don't openly talk 
about this subject and secondly is the ignorance 
- 7R3 
the masculine part of men that think that they don't need a check-up. 
- 1D14 
I have not brought this up but, I do in a roundabout way .. Of course, if you tell 
out [about erectile dysfunction], I tell you, he will screw you up, man. How, 
how do you screen actively for, ah, ED? You tell me. Erectile dysfunction is 
very sensitive. 
- 1D110 
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3) Perceived doctors' image to men: 
The assumptions doctors made about their image to male patients also affected their 
perception of patients' receptivity. Th is image was their general impression t o male 
patients, and it represented the doctors' views on the doctor-patient dynamic within 
the consultation. If there was an established rapport wi th ma le patients, they wou ld 
be perceived as receptive to discussion of health check-ups. Rapport often developed 
over a period of time fo llowing repeated encounters with them, such as occurred in 
the treatment of chronic illnesses or prolonged engagement of the docto rs as family 
doctors. 
It depends on the relationship em .. you know that patient trusts you and then 
you can ask, but for initial [encounter] normally we don 't ask such questions 
[about sexual health] 
- 2RS 
Gender issues between male pat ients and fema le doctors were often raised as a 
barrier to discussing men's health issues by some, but not all, female doctors. Men 
were perceived as being uncomfortable with, and hence unreceptive to, discussing 
sensitive areas such as sexual health with fema le doctors. 
So I think I can get the confidence, so I'm not shy in asking, but I see female 
doctors are shy in asking, some time even in our culture, male patient are not 
really comfortable then with female doctor to ask ... or discus all this thing/sexual 
issues]. 
-3R4 (male doctor) 
Whi le th is was true in many situations due to socio-cultural influences, as discussed 
in many FGDs, this might not entirely be due to gender since some female doctors 
were confident in deali ng w ith sexual health matters w ith their male patients. In one 
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female doctor's experience, many of her ma le patients have been receptive to 
discussing sexua l health matters with her. Therefore, it was more a matter of how 
she perceived her professional re lationship with her male patients. The perceived 
image of her as confident among male patients influenced her perception of the 
men's recept ivity. 
If you open up and you show that, you will and willing to tackle whatever 
problem they have, I think they will open to you. So far I don't have problem. 
Normally they ... they will open up. I think even to talk about sex, about 
whatever, I think I don 't have problems. I have gay patients, the transsexual, 
normally they open up to me. I, I don't have a problem. 
-ID/3 (female doctor) 
A positive image of competency also supported the doctors' percept ion that men 
would be receptive to discussing men's hea lth issues. In the following example, 
gender was, again, not an issue. Many members agreed w ith her in the FGD. 
I think the patients screen us first, patients screen us first...for example if they 
know you and they are comfortable with you. Then we offer [health check}. 
The discussion then is very easy. 
-8R5 (female doctor) 
4) the agenda of doctor-patient encounters: 
The other factor that affected t he degree of male patient receptivity was the agenda 
for the doctor-patient encounters. If the agenda for the encounter was to have a 
hea lth check-up, there would be total receptivit y. However, varying degrees of 
receptivity were seen with minor complaint and follow-up consultations. In a wa lk-in 
consultation for minor ailments, the receptivity was high if the doctors managed to 
seize the opportunity t o ta lk about health issues relevant t o their complaints . 
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... the question of. .. which, which subject to introduce depends on your 
complaint. Okay ... is just like you take an URTI case [for example], then you 
can go into [the topic of] smoking. You can just check the weight and height, 
and if it goes beyond [the normal level] and you said 'you are, you know, you 
are above [recommended] weight level. I think you have to look at lipid 
profile and, because you are going along like that, they can understand all 
these. 
-1016 
The degree of receptivity was also high if, during a consu ltation, the doctors were 
able t o recognise non-verbal cues from men indicating that they wished to discuss 
health check-ups. Th is often happened with sensitive issues such as relat ionship 
problems and sexual health. The hidden agenda signified a higher degree of 
receptivity to discussion of the issue. 
If they have problems, more of relationship problem, with their spouse, with 
their children or their in laws. Mainly the relationship problems ... Its is worth 
exploring and it depends on their cue given or ... some time they have multiple 
not specific complaints and then you can explore. 
-2R2 
Male patients who came regularly or for follow-up on chronic illnesses presented 
different levels of receptivity, as a rapport might have developed and a relationship 
of trust established. They were more receptive to discussing health matters because 
of their pre-existing illness. For example, men were perceived to be more amenable 
to tal king about sexual health matters during chronic disease consultations. 
To me I initiate it but not as men's health, it's general health. but I won't, 
honestly speaking .. . do like screening as a checklist. It depends. If I notice that 
the patien t comes quite regularly. If they normally come quite regular at least 
137 
  	
		
	  !!!! !"#"#!#!$%&&	
		' ($$%
two three times a month. There's a lot of opportunity to actually ask them, 
not only on this session normally at the next session. Actually there's a lot of 
opportunity. 
-8R3 
They {male patients], they do talk, particularly when these people have a 
disease like hypertension, they are on medications like anti-diabetic or anti-
hypertensive. 
-7Rl 
The percept ion of men's receptivi ty to health check-ups by the doctors was a subjective assessment 
of t he w illingness of men to discuss men's hea lth check-ups. It involved a process of menta l we ighing 
by considering the context of t he consu ltation, the perceived men's help-seeking behaviour and t he 
topic of health check-ups in mind. Th is ment al (su bject ive) weighing was an initial assessment of 
patients' recept ivity. Doctors would influence patients' receptivity if the med ical importance was 
significant enough by negotiating health check-u ps. The negotiation of health check-ups w ill be 
discussed in sect ion 5.10. Hence, t he weight given to perceived receptivity could be modified and did 
not totally determine t he doct ors' intention t o in itiate discussion of health check-ups. This intention 
depended on the balance between the perceived recept ivity and the perceived medical importance 
of the topic in mind, w hich will be discussed next . 
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5.6 Balancing the weight of receptivity versus medical importance 
In this regard, there was an arbitrary balance point between perceived receptivity and medica l 
importance, which determined whether the doctors would initiate discussion of men' s health check-
ups (Figure 5.1). Th is point is represented by situation Din Figure 5.4. 
A 
I = Perceived medica l importance 
R= Perceived men's receptivity 
B C D 
• Withhold discussion 
E F G 
~ Initiate discussion 
Figure 5.4 Balancing the weight of perceived men's receptivity 
and medical importance 
When doctors felt the importance of a pa rt icular health issue (hence giving it more we ight), they 
H 
placed less emphasis (l ess weight ) on the ir percept ion of male patients' receptivity to discuss it. This 
thereby strengthened their intention to engage their ma le pat ients in discussing it (Figure 5.2; 
situation E to G). Therefo re, t he perceived receptivity was not an issue even though the receptivity 
was low (Figure 5.2; situation E). For example, inquiry into sexual problems was initiated when it was 
deemed necessary, despite it being perceived as not easily acceptable by many pat ients, as 
illustrated below in one of the FGDs: 
if you know that diabetes is one of the reasons for patient's sexual dysfunction, yes. 
You will trigger the question and ask the patient in more detail. 
-2R4 
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(nodding) Diabetes, hypertension which are high risk [conditions for sexual dysfunction]. 
No risk [of sexual dysfunction] is really ... [gigg/ing] difficult. The example is patient with 
URTI ... (laughing), I won't ask about sexual dysfunction. 
-2R5 
Sim ilarly, men's receptivity played a smalle r role for doctors who perceived ca rdiovascular risk 
assessment as an important issue. Hence, card iovascular risk assessment was often offered during 
encounters that were unrelated to heart disease. Other issues that were perceived as important 
were routine blood pressure measurement, psychosocial hea lth when men presented with repeated 
minor complaints, sexual hea lth when men were at risk of complications from medication, and 
cancer screen ing among men with a positive family history. 
In fact, one example is about, just two weeks ago, a patient came in, a forty plus year-
old Indian man, came in for just a normal cough and cold and so on. And then, I asked 
him, "Have you ever tested your blood?" He said he has not tested his blood for long 
time. The fast test he did was eight or ten years ago. So I said, "Since you know you are 
forty-something, so why don't you jus t do a sugar and cholesterol test. 
-JD/14 
However, the doctors would often propose a health check-u p when there was at least some degree 
of male patient receptivity to it. Rarely, more elaborate healt h check-ups, such as screening, would 
be offered proactively when male patients were very unrecept ive. In an IDI, a doctor expressed his 
opin ion about offeri ng blood test s to his ma le patients: 
Usually, if they are interested in their health, only then I will give them the possibility of 
a screening test, rather than pushing it onto their face . 
-/Oil 
On the other hand, if a part icular component of t he hea lth check-up was perceived as less important 
to male patients, such as if a doctor saw it as a waste of money, t he ma le pat ients would then need 
to demonstrate a high degree of receptivity before the doctor wou ld initiate discussion of it (Figure 
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5.2; si t uat ion H). For example, the degree of receptivity to la boratory assessment of serum tumour 
markers would need to be very high indeed to counter the low medical importance of such a 
screening test before he/she would agree to offer the test to his/her patients. 
I don't do it [tumour marker testing]. I think it's just a waste of patient's money. I don 't 
believe it. Any patient who asks me {for that] also I will not going to do. My standard is 
that, I don't do tumour markers testing. I'll tell off the patients. Unless they insist they 
want the tumour markers. 
-10114 
In most instances, there needs to be at least a minimal level of medical importance in t he subject of 
the health check-up. Ot herwise, t he tests wou ld not be negot iated. 
A lot of them comes asking for, what you call that. .. cancer markers. But most cancer 
marker are not sensitive enough. I just turn them away. But they insist to do it and 
when it actually come out positive what are we going to do ? More screening? 
-JOI 1 
lf we are going to do it without a benefit to the patient, then, you know we are a 
bit hesitant. 
-ID/6 
In sit uations A, Band C (in Figure 5.2), certai n med ica l condit ions were perceived as having low 
medical importance in health screening, and ma le patients were perceived as not being keen to 
discuss t hem. In these si t uations, it was quite obvious that health check-ups for the cond itions were 
often not int ended to be discussed. 
If you are talking about prostate cancer, do you think you should screen them? I don't 
think so. The yield wi/1 not be there. It might be fruitful but it might not be ... it might 
not sound nice to that particular patient as they will not be receptive to the idea . 
-/011 
141 
  	
		
	  !!!! !"#"#!#!$%&&	
		' (&$%
In the mental act of ba lancing the medical importance of an issue with t he perceived male patients' 
receptivity, these two concepts intersected . The balance for each doctor, whether it was above or 
below the threshold to undertake hea lth check-ups for male patients, varied with every encounter 
with individua l male patients due t o the differences in perceived recept ivity and the health risks for 
each patient. The weight assigned to t he medical importance of a particular cond ition and male 
patients' recept ivity to health check-ups for it , also varied greatly among doctors. This was attributed 
to their w ide spectrum of understanding and emphasis on men's health issues as discussed in section 
5.3. However, most participants agreed on the importance of cardiovascular risk assessment and 
hence placed less emphasis on men's receptivity in regard to this issue. But, in areas of psychosocia l 
health assessment, prostate disorders, and sexual health, their opin ions varied greatly. However, no 
matter the level of intent ion of doctors to in itiate the discussion of men's health check-ups, 
perception of their own competencies and external factors could still affect t heir final decisions. 
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5. 7 Perceived personal competency in undertaking men's health check-
ups 
Doctors' perceptions of personal competency related to the ir comfort, skills and confidence in 
initiat ing discussion of men's health check-ups. It was also associated with their skills in reso lving a 
hea lt h issue once it was detected. The ir competency rela ted to their levels of training, exposure and 
experience as il lustrated in sections 5.3 and 5.4. Competency in performing health check-ups was a 
concern for many part icipant s. Despite a strong intention t o in itiate discussion about it, the ir 
enthusiasm and effort could be dampened if the doctors fe lt incompetent in doing so (Figure 5.1). 
For example, feeling uncomfortab le about discussing men's health check-u ps, particularly about 
sexual dysfunction, null ified t hei r intention to initiate the discussion. 
yeah ... it {ED} is a very sensitive issue, it depends on how you open up the topic, 
because now a days, in diabetic clinic, we are suppose to screen for ED, most of them 
[the other medical officer] are not comfortable, and they don't try to ask. 
-8R4 
By contrast, if doctors fe lt comfortable about initiating men's hea lth check-ups, t hei r intent ion was 
intensified. This was part icu larly true of card iovascular risk screeni ng, where most of the doctors felt 
comfortab le w ith their skil ls. 
I don 't think we have a problem. For example in this clinic, we have like most of our 
patient if they are more than 40 whatever, more than 55 or those who are at risk, we, 
we do screen for the cardiovoscular problem. 
-IDl3 
While gender, again, was often raised as a barrier in the discussion about 'comfort' both in FGDs and 
I Dis, it s importance was contested by other participants in the FGDs. Some female doctors felt 
comfortab le discussing sensit ive men's health issues relating to sexua l health . It was more a matter 
143 
  	
		
	  !!!! !"#"#!#!$%&&	
		' ($%
of skills in addressing the issue. The fol lowing quotes were taken from one FGD, where participants 
were all female doctors: 
8R2: Probably in term of sexual yes, but I don't think it [gender issue] is so in term of 
cardiovascular risk factor that both male and female are having, I don 't think 
that is an issue. But in term of sexual reproducing health probably it plays o role 
there. Gender influence is there. 
8R7: I'm comfortable, I think. They themselves uncomfortable and they will make the 
patient even more uncomfortable. So perhaps that is one of the reasons why 
they don 't explore. 
8R4: It depends on how you put it forward. I mean if ahh. .. say, we ask like "I'm sorry I 
need to ask some questions that may related to your problem todoy or may not 
be but something is necessary" they are okay about it. 
Besides being comfortable in bringing up men' s health check-ups, having adequate knowledge and 
skill was also vital in be ing ab le to init iate discussion about it. Despite feeling t he need to ra ise 
certain issues, some doctors were unable to do so satisfactori ly due to their lack of knowledge or 
skills. 
Ok, actually for myself, in term of men's health screening not being carried out as 
active as I suppose to, I think we need to more proactive than usual. I think that's a 
weakness of inadequate knowledge, impart knowledge is very important. I think Dr. Z 
became like this [being proactive in men's health screening] (all laughing), because he 
actually attended lots of conferences, you know. 
-3R2 
Asking about sexual problem can be very sensitive. If you are talking about screening 
other things like physical problems ... that is not so sensitive. But men's health 
screening includes all, the sexual and everything, the person must be well trained. 
-/DI 7 
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The intention to init iate t he discussion was also hampered by the perceived inabili ty to manage 
men's hea lth issues when they were detected . This was particula rly so w ith sexual dysfunction w here 
training in managing it was often inadequate. 
If, it is sexual health, not really [screen for it]. By right, you suppose to ... (laugh). The 
minute they talk about it, oh no, they can't perform. Now you end up with a problem 
here. 
-1D19 
However, being comfortable and well equipped wit h skills and knowledge alone was insufficient to 
motivate doctors to discuss men's health check-ups. There was still a need to have a substantial leve l 
of perceived men' s receptivi ty to health check-ups before the doctors wou ld engage men in it . This is 
well illust rated in the following quote, a section of t ranscri pt from an interview with a doctor w ho 
was tra ined in ant i-aging medicine and testosterone replacement therapy. 
In terms of [male] hormone decline, yes. That's where my main strategy is. In this 
particular area of treatment, I try to look at the preventive side. But you know, in the 
preventive side in sexual health, if you look at the patien t whom you want to discuss 
with them issues of declining sexual health as they grow older or if they are beginning 
to become obese or they smoke or take alcohol excessively, giving them the advice, I 
choose very carefully the group of patients I'm going to speak to. I don't speak to 
patients who come for other complaints unless the patients has been on my follow-up 
for 14 years and he thinks that I'm a best friend to him. 
- ID/13 
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Despite his expertise in treating androgen deficiency and sexual health, he chose the group of 
patients that he was going to speak to. Whi le being competent was a determining factor, perceived 
receptivity to men's hea lth check-ups was an even more important determining factor. 
Perceived personal competency in undertaking hea lth check-ups acted as one of the determinants in 
the doctors' decision-making process of engaging men in health check-ups (Figure 5.1). It potentia ll y 
modified the doctors' intentions, hence affecting their final decision. 
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5.8 Role of external factors 
External factors were environmental circumstances that affected t he doctors' fina l decision on 
engaging men in health check-ups. Afte r the struggle of weighing whether to init iate discussion of 
men' s hea lth check-ups, t heir intentions cou ld still change depending on environmental 
ci rcumstances at the moment of contact with ma le patients. However, t he exten t to which externa l 
factors were a faci litator or hindrance to t heir intentions depended on how intense the doctor' s wish 
was in engaging male patients in health check-ups. Five categories of external factor were found. 
5.8.1 Designated clinic systems for men's health 
Having a specia l program or designated system of running men's healt h check-ups faci li tated 
t his service. The health check-ups would then be more orga nised, coordinated, efficient and 
focused . The systems might involve having a men's health clin ic, a screen ing package, tra ined 
staffing, or simply an organised work process. 
we have men's health clinic, it limits the patient load [by having appointment system] 
because they have to take long history from the patient. 
-4R2 
So, when patients come, you can in troduce to the patient that this package of 
screening. if the patients have extra time that they can spend, by all means, we can 
a/fer to the patient. I would hove trained more, the paramedic to do the screening. 
Okay, and then simplify the screening format and ah ... probably the patients do not 
have to register in front. You can have a ... a place where the patients can just walk in, 
see the nurses, do their screening and then register there itse/f ... and then, put more 
staff and then make sure that they are trained to do the in tervention as well. 
-JD/ 7 
Checkl ists fa ci litated the efficient use of t ime and acted as reminders to both the doctors and 
paramedics involved in t he health check-ups. 
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We have certain check list ta screen because mental health problems are quite 
cam man in primary care. They are under diagnosed. ... we use checklist ta ease the 
time constraint. 
-2R2 
Far example we see the patients with the diabetes so at least we have ta check list 
what ta do. Sa the same applies ta men's health. 
-8R3 
Having these designated programs or systems in running men's hea lth check-u ps also acted 
as a message that health check-ups were necessary, and th is message improved men's 
recept ivity to health check-ups. Some participants in FGDs and I Dis noted that by havi ng a 
'proper' program, men actually turned up fo r health check-ups. Hence, the first hurdle of 
weighing men's receptivity was overcome. 
They [men] willing came forward if you have proper pragram ... yau can ask the staff 
nurse ta check the blood pressure, height and weights, and probably the lab staff can 
take the blood sample ... and there are few mare people, do the physical examination, 
ta screen the heart case [risk factor far heart disease]. .. so can be done. But more 
coordinated. 
-6R2 
Part icipant s in FGS and IDls w ho acknow ledged the importance of men's hea lth check-u ps 
agreed on the advantage of having specia l arrangements. 
In fact we/I-adult clinic is very limited. We are just doing the CVD [cardiovascular] 
screening. We are not asking about the sexual history or their, you know, the mental 
health aspect. Sa is not really comprehensive. Yau know we can add in all this, but all 
this integrated one we need staffing. 
-5Rl 
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However, some participants had different views. Even though specia l programs could 
faci litate men's health check-ups, t here was the possibility of creating stigma as men's health 
check-ups involved sensitive issues such as sexua l health. A more feasib le way was to 
integrate them into routine pract ice. 
I think, with men's health clinic, men will be more shy. If more specific service, they 
will be more shy. 
-/DIS 
To me .. as I said just now that we don 't let go men's health check-ups but we don't 
want to run men's health as a special program. All of it should be integrated into 
usual clinic practice. 
-1D13 
In order to have a workab le men's health check-up program, the doctors in the cl inic must, 
first and foremost, value the importance of it and the importance of men's health generally. 
Besides facilitat ing health check-ups, having such programs also potentially red uced the 
influence of doctors' perceptions of men's receptivity. However, in many instances health 
check-ups for ma le patients were st ill ca rried out in the absence of a formal program in t he 
clin ic, although select ively, as the intention to init iate it was substa ntial. 
5 .8 .2 Resources for me n's heath check-ups 
The issue of resources for men's health check-ups was discussed in virtually all the FGDs and 
I Dis. It ranged from the cost of screening to male patients, resou rce constraints for health 
care providers, and the cost of t reating the disorders detected in check-ups. The cost to male 
pat ients was particularly an issue in the private sector where all the costs of screening and 
treatment were borne by pat ients or third-party payers. By contrast, manpower and the cost 
of treatment to clinics' budget were important issues in resource-st retched public health 
clin ics. 
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In private clinics, request ing laboratory tests for health check-ups was perceived by doctors 
as expensive for t heir ma le patients . The doctors noted ma le pat ients were often unw illing to 
pay for preventive hea lth check-ups, expenditure on hea lth check-u ps not being thei r priority. 
Similarly, the cost of t reatment for erecti le dysfunction and testosterone deficiency 
synd rome were considerable. Therefore, many of the doctors hesit ated in suggesting health 
check-u ps in these areas even though their intentions to do so were high. 
The GP will be prevented from actually performing his best. Maybe of the expenses .. 
Because it will depend on the payment mechanism in order to succeed. Because 
currently I mean ... the patients say is too expensive. 
-1D12 
So, in the end, you try, you know ... One thing, for example, Andriole ® [a form of 
testosterone] is expensive ... right ? So, if you really want to give them good treatment 
in GP practice, it's not that easy also. Ah, affordability. Because a lot of them do not, 
can't afford. Like Viagra 30 dollars, 40 dollars each. 
-ID/4 
Also, doctors were apprehensive about proposing hea lth check-ups as costly health check-
ups cou ld 'scare' patients off, rendering them unrecept ive t o it. 
And we are also scared to, you know, tell them you have to do some blood test. Next 
is money. Ya, scared them off. "What is this doctor doing blood test all the time!" 
-7Rl 
For public clinics, the concerns were human resources in the cl inics and the availability of 
treatment opt ions if medical disorders were detected . 
Problem is, like I said just now, manpower. I can tell you health office people are very 
ambitious. They want to do cardiovascular screening, HIV program in primary care, 
and want to do everything, but when you come to the ground, its all the same 
persons who run to the clinic. So, of course when you have enough manpower. We 
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can da men's health check-ups, Can do! But ance you allocate certain staffs to this, 
you won't have enough staff to run all other programs. 
-2R2 
Practically is manpower. Who should do for screening and whether we have structure, 
a room for the questionnaire to be to be handed out. We need staffing, dedicated 
staffing! 
-BRB 
The issue of lack of treatment options not only concerned erect ile dysfunction, but also 
included smoking cessation and follow up for preventive services. 
Now we have medication for erectile dysfunction but it's not available in government 
clinics. The patient must buy. That makes us more difficult to treat them. We find a Jot 
but where to proceed. What to proceed? What can we offer? You can screen, but 
what next? 
-8R7 
So sometimes we screen but if we don 't have manpower to, I mean, to counsel to 
follow up, to do the next step, I think is unfair for the patient. For example like we 
know that patient is smoking, we need Nicorret te ®, but we don't have that, so patient 
said, if just counseling I don't want to be follow up. 
-1D13 
Although resource constraints could be considerab le obstacles, there were means to 
overcome them once the level of intention to offer health check-ups was high. The key was 
still how the doctors balanced out medical importance with perceived men' s receptivity. 
When the male patients requested a test, cost was not an issue. Likewise, when the hea lth 
check-ups were perceived as important, arrangements were made to work around the 
problem of high cost. 
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From my experience, drug company hove o lot to ofter, because my bone desitametry 
actually, sponsored by drug company, my HBA1C also .. micro a/bumuniuria also from 
drug company. So that actually that have a lat, because if yau want ta da by your 
own, you barely have time and then is costly. Bone densitometry if they go to the 
medical center, they were charge minimum RM150 dollars so if they come to you, to 
me. They won 't pay anything. I don't charge them at all 
-6Rl 
No, it's [financial burden] okay because if the program runs simultaneously with the 
primary care or the government primary care, then it's not a problem because if the 
patient cannot afford here, they can go there. 
5.8.3 Time constraints 
Doctors found al locat ing time to discuss health check-ups with their male patients a 
challenge. Preventive activities were usual ly considered as forms of extra services after 
addressing t he patients' main complaints, unless the 'compla int' was health check-ups. 
Outpatient you know, can never concentrate {on screening] because you know, 
because of the time constraint we have to clear the patient's complaint fast. 
Finding t ime for prevent ive act ivities was possible in consu ltation if patients' complaints 
could be quickly addressed . 
cases who come on and off for URTI and small rashes only was something that 
doesn't take more thon a minute to get everything done . So ... it makes time with 
-1016 
-5Rl 
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patient, is worth waiting ta be with yau far another 5 ta 10 minutes a/sa and talk 
about something else [health screening]. 
For minor ailment who needed quite consultation, yes, it can be done, but not for 
other consultation which consumes time. 
-/D/6 
-3R4 
Due to time constraints, t he doctors needed to defer their intention to recommend health 
check-u ps against their w ishes. This difficulty was fe lt both in private and public cl inics. 
So I think we can spend time with the patient and talk about the pros and cons and 
see what are his concerns are, why he doesn 't want to have it done and time to ah .. 
correct misconceptions and his fear, get him to come here but ah. .. when you come 
and see him, you have another 20 patients outside and then I'll said 'I'll try next time'. 
-/D/6 
Ya and that's the time constraint and we can 't do as much screening as we could in 
the clinic. Even do we're doing screening I don 't think it will capture patient who is 
coming to clinic for the screening because of the time constrain. 
-8R6 
Time constraint was particu larly a problem in areas perceived to be sensitive to men, such as 
t he assessment fo r sexual dysfunction, mental health and socia l problems. More consultation 
t ime was foreseen as necessary fo r t hese areas. 
If he complains about his sexual problems then of course I would proceed ... / ask 
further regarding that problems, if not, then I won't ... because it depends on what 
men want in outpatient clinic... time is very limited. 
-2R2 
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I mean, sensitive problems and er ... / mean nat ta blame the dactar ... mast af the time, 
time is limited. We normally /aok at the organic problems. If came to social problem, 
sometime you, don 't explore ... because it consumes of a Jot of time ... 
-2R4 
Besides the concern of time constraint in discussing health check-ups, there was also a 
concern about time constra int in addressing the medica l problems that emerged from t he 
health check-ups. 
opportunistic screening, I guess it is not widely being even mentioned ta the patient 
at the moment. So, probably because of, come back again to time factor, and because, 
once you screen, you really have to have time to handle the patient. 
-/017 
Hence, health check-ups were performed selectively depending on the avai labil ity of t ime. 
Health check-ups were not offered t o everybody. 
The other thing, I think why GP ... / don 't know about other people, but as far as I am 
concern, I think we are too busy to think to do screening for everybody. 
-6R3 
However, in some situations, time constraint was not an issue and health check-u ps were 
offered if the doctors perceived a high level of need to address it. For example, when doctors 
noted cues for a hidden agenda, they might proceed with t he agenda of health check-ups 
The patient, erm .. . you know, even though if they come with URTI, and then you 
treat .. . a/1 that, but sometimes you can see whether, patient is still satisfied or not 
satisfied. From there, you can ask further question, but I don' t think it is appropriate 
for every patient you are giving the standard question, because you can't afford the 
time to do that. 
-JOI 7 
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Time constraint was linked to the patient load in the clin ic. If there were appointment 
systems or designated programs with contro lled patient load, proactive men's hea lth check-
ups were easier. 
Malaysian practice is such that we don' t have a patient comes in by appointment, 
where you spend half an hour, with the next patient is in half an hour's time. So I 
have full consultation time with this patient. So I got time to talk about high blood 
pressure readings, complications, diabetes, whatever ... then ok. Then comes sexual 
[health]. How is your sex life like? You can. But here, here would be, there are plenty 
of patients waiting outside. 
-1D19 
Probably if you, you are running a government [clinic], where you have dedicated 
clinic, that is different you know ... because going through all of this takes time. 
-/D/6 
Time constraint was one of the major barriers faced by PCDs in the attempt to engage male 
patients in health check-ups. Thus, despite acknowledgi ng the importance of men's health 
check-ups, doctors often did not discuss it, unless there was a substantial level of receptivity 
from their male patients, or medica l importance in one area of men's hea lth that overcame 
the barrier of t ime constraint . 
5.8.4 Privacy issues 
Privacy was also an issue when the screening involved overall health check-ups for patients. 
This was especia lly so when the doctors wished to deal with sexua l health matters, which 
was a sensitive area t o discuss. Effect ive screening depended on whether ma le patients 
would reveal their illness. This was made easier if privacy was ensured. 
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If you just give them a table and a chair to do the screening, what do you expect? 
Erm .. . because it involve doing the whole thing for the patients. It is not so conducive, 
it's too pack. No privacy at all. 
-1D1 7 
I think if you want to screen for men's health like sexual organ based, it has to be 
separate clinic 
-2R5 
Sexual health. Difficult, because here is an open space. So .. in this sense is, is not 
enough privacy to talk about such thing. 
-1D19 
A well-organised system that ensu red privacy during the screeni ng process facilitated 
discussion about men's hea lth , particularly sexua l health matters. 
5.8.5 Network support for doctors in men's health check-ups 
Doctors were motivated to engage men in health check-ups if there was a network of 
support for them in managing t he medical conditions detected through hea lth check-ups. 
With such support, the lack of resources in t he cl inic or persona l competen cy in managing 
t he condit ions could be overcome. 
But if you know thot this [facility], UMMC has this, HKL hos this, HTAR have this. 
Sometime so we know there something there to help this patient, we ore motivated 
to screen. We can advise patients. We manage up to here, after that...cannot manage, 
we refer to these places, these places hove this, this, this. We're more comfortable. 
(* UMMC=University Malaya Medica l centre; HKL=Hospital Kuala Lumpur; 
HTAR=Hospital Tengku Ampuan Rahimah) 
-BRB 
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And I say. 'Ei, I have gat this patient, how?' Or I have my favourite cardia/agists; I can 
pick up [the phone] and say. 'Eh, I, I am sending this patient to you, okay. Okay?' You 
know. So, I feel that, that is my, I need the support network also. 
Another participant spoke about the frustration of insufficient support. 
We need to know more detail about this ... because probably we can initia te the 
program [men's health screening] but once the problem arise, who to consult? 
Networking ... we need networking ... 
-ID/ 9 
-6R2 
External factors played an important role in shaping the final decision of PCDs to engage ma le 
patients in hea lth check-ups. Al l external factors presented above were closely related. Having a well -
planned system or program in the clin ic was seen as an important faci litator of men' s health check-
ups. Without one, the problems of t ime constraints, insufficient resources, privacy, and network 
support intensified. Time and resource constraints were the main obstacles hindering the effort to 
initiate discussion about men's health check-u ps in the clinics. However, their impact could be 
lessened w ith a well-planned system. Many doctors also worked, although selectively with only some 
of the ir patients, around these obstacles and brought forward the discussion of hea lth check-ups 
with t hem. These were instances where there were substantia lly high levels of perceived receptivity 
or medical importance . 
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5.9 Intention to initiate health check-ups 
The intent ion to initiate health check-ups related to the desire t o sta rt a process of negotiating 
hea lt h check-u ps with ma le pat ients. It was about the doctor's w ish to accomplish this task. The 
intention had a weight reflect ing the strength of the desire. The intention, besides being direct ly 
shaped by patients' receptivity and medical importance, was also modified by the externa l facto rs 
and t heir personal competencies in handling the issues at hand (Figure 5.1). In the IDls or FGDs, these 
intentions were somet imes expressed w ith uncertainty, and at other t imes, wit h defi nite wil l. Such 
expressions illustrated the degree of importance they attached t o hea lth check-ups. 
unless if the patient frequently come to us with er ... unresolved problem. So maybe they have 
something that they want to tel/ us about they didn 't tell it. So in that case we maybe will ask 
-4R1 
I would recommend if they are receptive to such idea as a blood test. 
-/DI 1 
My personal belief is erectile dysfunction is over-rated. I don't know it should be screening for 
that. Contrary to what it's being marketed. I don 't want to ask. I don't want to ask at all. 
-/DI 12 
I will always make it a point to check the patient's blood pressure. To me, I think that is one 
easy screening test that I normally do 
-/D/14 
As mentioned in sect ion 5.6, t he intent ion emerged from t he process of balancing medical 
importance with perceived receptivity. The level of intention was modified during t he decision-
making process, fo llowing the consideration of perceived external factors and personal com petency, 
as discussed in t his cha pter. There was a threshold as to w hether the doctors would ultimate ly act on 
their intent ions. The acts were the st rategies doctors employed t o negot iate hea lth check-ups with 
thei r male patie nts. 
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5.10 Negotiating health check-ups 
Negotiating health check-ups was the outcome of the decision made in relation to engaging male 
patients in health check-ups (Figure 5.1). Doctors employed various strategies in negotiating health 
check-ups with their male patients. These ranged from gentle persuasion to more paternalistic 
approaches. To ease the process of negotiating health check-ups, doctors often sought to establish a 
good rapport with thei r male patients. 
Because we try to develop rapport ot initial port so we try talking this and that .. at the end he 
just ask the broad question first and then go . .just like deeper just one ... I think you can ask 
when you develop rapport. 
-2R2 
Only in a GP setting, it {recommending screening] cannot be done in a rush. Kind of thing, you 
know. You've got to build rapport and so on. 
-1D14 
A good rapport wi th male patients improved their level of receptivity to the suggestion of a health 
check-up. 
So you just talk nicely. When I talk to them just like friend, so they don 't feel so offensive. They 
can accept it. 
-1D18 
Straightforward suggestion to undertake health check-ups and providing information to support the 
suggestion was often the doctors' first step in negot iating their strategies. Usually th is happened 
when t here were substantial levels of perceived receptivity or medical importance relating to health 
check-ups. 
We are able to at least guide them. Right...so they come to us for screening. So we say, 
'Ah. .. we will be going through. ' So we will say, 'Okay. This test will be relevant. ' 
-1D19 
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Ok, my method of screening ED thot I know that the fact that patient come in at 50 years old 
50% of them will develop some degree of ED problem, I always mention this statistical 
information first and then I honestly ask them whether they have any other performance 
problem 
-6R4 
Other doctors also resorted t o using commun ication tools such as questionnaires and pamphlets to 
overcome the problems of time constrai nt and embarrassing situations. The doct ors personally 
dist ri but ing t he questionnaires or pamphlets in t he consultat ion rooms was more effective than 
leav ing them in t he waiting room. 
Maybe if we can provide a questionnaire, so they can answer it silently and then give it to us 
that's better for screening. 
-4Rl 
If you put {the questionnaires] outside, who wants to fill up. I also don't want to fill up. Right 
or not? Why? ... lf I want to fill up it shows that I've got a problem. (laugh) And it is too 
open ... Whereas if it is in the consultation room its different. I just give the form, you take back. 
-/0/9 
Options were also discussed to overcome obst acles in undertaking hea lth check-ups. 
But actually do at any stages is not a problem. With the lower socio-economic group, they are 
not able to come up with RMlOO in one shot. We tell them this test will cost RM20, the next 
time you come will cost you another RM20. so our screening may take a little bit longer. 
- 10/6 
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In areas perceived to be very important t o screen, doct ors would rem ind their patients even t o t he 
extent of pushi ng them to undertake the test. This represented a more paternalist ic approach. 
I find that my biggest challenge is that 20-30% of patients, who just don't want to do it, don't 
want to know, and my biggest challenge is how to get them to test. So, my only thing is that I 
just keep on reminding them. 
-IDI 14 
I suppose it's an example being a persevering. You keep telling them. Keep telling them. Keep 
talking to them. Uh ... / always give a lecture to all my patients, those who are, who have high 
blood pressure, diabetes and even that a full range of complications that could happen to you. 
Sometimes I'm a bit harsh, but I think without pushing them, they just won't listen. 
-/0/12 
Sometimes, it's our, it's the doctors' duty actually to explain and tell them what is aging. So, 
some doc, some patients ah, ah .. need to be a bit frightened. You know, to frighten them a bit. 
-/0110 
The type of st rategies and extent of the effort in recommending health check-ups t o ma le patients 
relied on the obstacles foreseen by the doctors . Establishing rapport, providing opt ions, and having 
good communicat ion styles were used to increase t he level of patient receptiv ity t o discuss hea lth 
check-ups. In add it ion, persistent reminders and strong recommendat ions were adopted if the 
importance of health check-ups in certai n areas were significant. 
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5.11 Validation of the core concept: balancing medical importance and 
men's receptivity 
The core concept of balancing the medical importance of men's hea lth issues w ith perceived men' s 
receptivity to hea lth check-ups, and the theoretical framework, were presented at the feedback 
sessions. The model was we ll accepted by all doctors in the feedback sessions. 
I think the diagram reflects the whole idea of how the doctor is thinking, as discussed before, 
probably some other elements affect the perception, for example gender, as we talk about 
sexual issues to male patient. 
-Group feedback, 3R2 
Yes, it is very true about the balance of receptivity and medical importance 
- Group feedback, 2R3 
The concepts of medical importa nce and the perception of men's receptivit y were re-emphasised. 
One of the respondents equated t he concept to asking men about smoking cessat ion to sexua l hea lt h 
screeni ng. Some men became defensive and deterred t he doctor from asking about smoking. 
Actually, I think it [receptivity to discussion on ED] is like smoking also. If you feel like, you 
want to advice the patient to quit and the patient is not ready, they do get defensive 
- Individual feedback, 8R4 
162 
  	
		
	  !!!! !"#"#!#!$%&&	
		' %%$%
5.12 The theoretical framework of decision making to engage men in health 
check-ups: a conclusion 
The substant ive theoretical framework proposed (Figure 5.1) from the findings of phase I illustrates 
the complexity of the decision-making process undertaken by PCDs in engaging male pat ients in 
health check-ups. The framework outlines four major determinants that affect the docto rs' f inal 
decision to negotiate health check-ups with their male patients: the perceived receptivity of male 
patients, the med ical importance of the issues at hand, their perceived persona l competency, and 
the influence of external factors. Each of these determinants has a different dynamic with one 
another depending on the context and content of each encounter with male patients. Depending on 
the understanding and approaches t o men's health issues adopted by each doctor, there were wide 
variations in the pract ice of men's hea lth check-ups among PCDs. The external barriers perceived by 
each doctor were also diffe rent despite some simila ri ties w ithin private or public cl inics. Likewise, 
doctors' perceptions of men's recept iv ity, help-seeking behaviour, the doctor-pat ient re lat ionship, 
and medical importance were weighed and subsequently al located differe nt levels of emphasis for 
each patient. The main determinants being weighed are the male patient' s receptivity to hea lt h 
check-ups and the medical importance of potential issues facing him. In this way a balance is reached 
denot ing the level of doctors' intention to initiate discussion of health check-ups. This level of 
intention is subsequently modified as the doctors consider the influence of external factors and their 
personal competencies in handling the issues at hand. A fina l decision is t hen made and the 
negotiation of a health check-up is in itiated. Moreover, t he strategies adopted in the negotiation are 
shaped by how the doctors we igh the four determinants. 
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6 Phase II: Methods 
6.1 Introduction 
Phase I has ident ified the theoretical framework and key determi nants in the doctors' decision t o 
engage ma le patients in health check-ups. As argued in t he methodology chapter, the framework 
provides a comprehensive understanding of how each doctor arrives at the decision. However, it 
neit her provides the information on the average impact of each determinant on the dec ision made, 
nor the patterns of the determ inants among the PCDs in Ma laysia. 
This chapter elaborates on t he procedures carried out using a cross-sect ional survey method to 
achieve the object ives of phase II. The objectives, in short, are to quantify the average impact of each 
determina nt on the doctors' decision to engage male pat ients in health check-ups, and to examine 
the patterns of the determ inants. 
The first section describes the conceptual framework that t he design of phase II is based on, fol lowed 
by the study design, study population, sampling, survey instrument, variables, data collection process, 
and data ana lysis in phase II. The last chapter addresses t he eth ical issues in phase II. 
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6.2 Conceptual framework 
The conceptua l framework for phase II was constructed based on the theoretica l framework 
provided in phase I. The theoretical framework noted four main determinants of the doctors' 
decision to initiate hea lth check-ups with the ir male patients, namely: 
1. Doctors' attitudes t owards the med ica l importance of health check-ups; 
2. Doctors' perceptions of male patient ' s receptivity to hea lth check-ups; 
3. Doctors' perceptions of externa l factors as ba rriers; and 
4. Doctors' perceptions of personal competency in health check-u ps. 
These determinants operated wit hin the influence of t he doctors' phi losophica l stance on health 
check-ups, their percept ion of men' s help-seeking behaviour, the specific topics of men's hea lth 
issues, and the context of the consult ation. The context of consult ation encompassed t he agenda of 
the visits and the doctor-patient dynamic with in the consultat ion. In order to operat ional ise phase II, 
a conceptual framework was const ructed to represent all the determinants and the factors 
influencing them (Figure 6.1 ). The at titudes towards the medical importance of healt h check-ups in 
general corresponded with the philosophical stance of the doctors in hea lth check-ups. The 
rema inders of the concepts represented t he determinants described above. 
Fifteen scenarios, each constitut ing a model, were examined in phase II. Each scenario represented 
one of the five topic areas of men's healt h under t hree different contexts of consult ation for each 
area. The five t opic areas of health check-ups were: ca rdiovascula r risk, sexual dysfunction, 
psychosocial hea lth, smoking habits, and co lon cancer screening. These were chosen based on the 
characterist ics of each healt h issue (Table 6.1). The th ree contexts exam ined were: encounters for 
acute minor complaints, follow-up visits, and health check-up sessions. These were chosen beca use 
of t hei r characteristics in the doctor-pat ient relat ionship and t he agenda in consult at ion (Ta ble 6.2). 
The outcome variab le was the intention t o in itiate healt h check-u ps in t he specified topic of men's 
health check-u ps, and at the specified context fo r each of t he scena ri os. 
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~----------------------------
/ Medica l importance '\ 
I 
Attitude Attitude Attitude towards 
the medical towards the towards the 
importance of 
medical medical 
importance of importa nce of hea lth check-u ps 
health check- men's health about a specific 
ups in general check-ups topic of men's hea lth 
'----------------------------
Perceived 
external 
barriers to 
men's health 
check-ups 
/ 
,~----~ 
Perceived 
men's he lp 
seeking 
behaviour 
Perceived 
recept ivity in 
discussing a 
specific topic of 
hea lth check-ups 
Perceived 
receptivity in 
discussing the 
topic of health 
check-ups 
within a specific 
context 
Intention to 
initiate check-ups 
in the specific 
topic of men's 
health within the 
specific context 
'- Male patient 's receptivity 1 
'-------------------------✓ 
Note: the shaded areas are 
influenced by the topics of 
men's health and the 
contexts of consultation 
Perceived 
persona l 
competency in 
engaging men in 
a specific topic of 
hea lth check-ups 
Figure 6.1 Conceptua l framework in phase II: the doctors' decision making process of 
whether to initiate men's health check-ups 
Table 6.1 The characteristics of t he topic areas of men's health check-ups 
Topics of men's health 
check-ups 
Cardiovascula r risk 
Sexual dysfunction 
Psychosocial health 
Characterist ics 
A preva lent and important medical problem 
Well recogn ised as an important health issue in the public 
Most doctors are well informed about its importance 
Most doctors are equipped w ith ski lls t o screen for the risk 
A recognised medical problem in men 
Personal sensit ivity is substantial 
Variation in doctors' skil ls t o screen fo r sexual dysfunction 
Recognised as an important component in a holistic 
approach to men's health 
Involves some personal sens itivity 
Smoking A prevalent and important men's health issue 
Has received extensive coverage in public hea lth campa igns 
Most doctors are well inform ed about its importance 
A difficult problem to address 
Colon cancer screening A controversial issue in the Malaysian context 
Provokes anxiety in the community 
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Table 6.2 Characteristics of doctor-patient relationship and agenda of consultation in 
different contexts of consultat ion 
Context of consultation Characteristics 
Acute minor complaint Often t he first encounter with the patients 
Rapport is less well established 
Demands attention to immediate medical problems 
Follow up vi sits Substantia l rapport is established 
Health check-u ps 
sessions 
Substantia l health info rmation about t he patients is 
available 
The agenda may involve preventive hea lth 
Patient is ready to talk about hea lth check-ups 
Agenda of the visi t is clear to the doctors and patients 
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6 .3 Study design 
Phase II was a cross-sectional questionnaire survey carried out on randomly selected PCDs from two 
representative states in Malaysia from March 2010 to November 2010. 
6 .4 Study population 
The participants for phase II were practicing PCDs in either the public or private sectors. The inclusion 
criteria were: 
1. Registered as PCDs in Malaysia, and 
2. Regula rly pract ice at least one day a week in primary care outpatient settings. 
The exclus ion crite ria were: 
1. Locum PCDs, and 
2. PCDs who practise only in specific areas of interest ; fo r example, in primary care 
dermatology, complementa ry and alternative medicine, sports med icine, primary care 
paediatrics. 
It was important to exclude locum doctors as they were rep lacement doctors for a temporary period 
in the primary care clin ics. As a result , they would not fulfi ll t he cha racteristics of the relationship 
desired in fo llow-up visits. 
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6.5 Sample s ize 
The minimal sam ple size needed for regression analysis was calculated based on methods proposed 
by Cohen et al., using the following parameters(307): 
1. Estimate effect size (f' ) of 0.15, which was ca lculated from an est imated R' of 0.13 using the 
following formula : 
R2 
f =t-r 
R2 was the variance of the outcome va ri ab le explained by the model. In behavioural science 
research, the va lue of 0.13 was considered moderate for popu lation R2• 
2. Independent variables, k= 12 (1 independent va riable for each concept except for the 
concept "external barriers", where there were 5 independent variabl es) 
3. Power of 80% 
4. Significant crite rion, a=0.05 
Estimated sample size n• was calculated using the fol lowi ng formu la: (307) 
n*= _L __ + k+ 1 f 
where L= 16.8, read from the table E2 .1(307) with a=0.05, power=80% 
The required minimal sample si ze was 125. An additional 50% of the calcu lated sample size was 
added to account for possible non-responders. Hence, the sample size require was 190. 
However, in order to establish t he pattern of the determinants among PCDs in Malaysia, a different 
minimal sample size was needed. Th is was calculat ed wit h the Epi Info Statealc 2000® program using 
an est imated 50% response ra te with a lower acceptable rate of 40%. The sampling was stratified to 
private and public doctors. The total est imated number of private doctors in the states of Kelantan 
and Kuala Lumpur/ Selangor (KL/ Sel ) was 1,763 and the number of public doctors was 545 (The 
method of estimat ing t he number of doctors is described in section 6.6 - sampl ing). As such, the 
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estimated number of private doctors needed for phase II was 91, and the estimated number of 
doctors from public clinics needed was 82, which made a total of 173 doctors. Again, a further 50% 
was added to account for non-responders, which resulted in 182 private doctors and 164 doctors in 
public clinics, w ith a tota l of 346 doctors. The fi na l sample size was 346 doctors. This provided 
sufficient power for both purposes in phase II. 
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6.6 Sampling 
The sampling was performed in the states of Ke lantan and KL/Sel. The reasons for choosing these 
two states were similar to those in phase I. The unit of analysis was the PCDs. However, the sampling 
frame of PCDs was unavailable. Instead, there were registries for primary ca re clin ics. Hence, 
sampling could only be done on the clinics. Each private clinic would have one PCD, and thus was 
made a unit of sampli ng representing one doctor. Most urban private cl inics are group practices 
compared to single pract ices in rural areas. However, regard less of the practice pattern, usua lly only 
one resident doctor practises in a cl inic. On the other hand, each public cl inic could have more than 
one doctor depending on its location and the density of the community it was serving. Each public 
cl inic in Ke/an tan would have three doctors and in Kuala Lumpur/Se/angor would have five doctors. 
All doctors in the selected public clinics were invited to participate. 
The lists of private and public primary ca re cl inics were retrieved from the Malaysian Med ical and 
Health Directory 2007(317) and Ministry of Health reports on public health facilities, (318) 
respect ively. The sampli ng process is shown in the flow diagram in figure 6.2. The sampling unit was 
the prima ry care clinic. Four lists of primary care cl inics were constructed (Figure 6.2), and a random 
number for each clin ic was generated using the Window Excel® random number funct ion. The cli nics 
were sorted according t o the descending order of the random numbers, and the clinics topped the 
list se lected. The final number of private and publ ic clinics for Kelantan were 12 and 16 respectively, 
whereas for KL/Se l t hey were 170 and 22 respect ively. These shou ld have represented 48 publ ic 
doctors and 12 private doctors in Kelantan, and 110 public doctors and 170 private doctors in KL/Sel. 
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Total number of clinics in the regi stry 1 
Estimated number of doctors: ---r--
• 1 doct or per clinic for private sector; L 
• 3 doct ors per clinic for Ke lantan; 
5 doctors per clinic for KL/Set* 
Number of doctors required to participate ~ 
(calculated using Epi Info StatCalc 200015) L 
Number of doctors required to participate -c 
for each state (d istributed according to the 
ratio between the 2 states) 
Clinics requ ired to be recruited: _____r-
1 doct or per clinic for private sector; L 
3 doctors per clinic for Ke lantan; 
Pr ivate sector 
Kelatan 
(List 1) 
1763 
KL/Sel• 
(List 2) 
Kelatan 
(List 3) 
5 doct ors per clinic for KL/Set* *KL/Sel = Kuala Lumpur/ Selangor 
Figure 6.2 Process of sampl ing t he part icipants 
Kl/Sel• 
(List4) 
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6. 7 Survey instrument 
The survey instru ment in phase II was a questionnaire developed according t o the conceptual 
framework (Figure 6.1). The questionna ire asked fo r participants' perceptions and attitudes about 
various issues, and t hey were divided into fou r sections as be low: 
1. Part I was about the background factors which described the practice characteristics of 
participating doctors. 
2. Parts II, Il l, IV and V were about four general determinants which measured the concepts of 
perceived external barriers, perceived men's help-seeking behaviour in relation to healt h 
check-ups, attitudes towards the importance of health check-ups in genera l, and attitudes 
towards the importance of men's health check-ups. These are depicted as the white boxes in 
the conceptua l framework (Figure 6.1). 
3. Parts VI, VII, VI II, IX and X corresponded to five specific topics of men's health. Each part 
contained sections which measured the concepts of 
a. the doctors' attitudes towards the med ical importance of the corresponding topic 
(Medica l importance); 
b. the doctors' perceptions of male patients' receptivity to discussing the hea lth check-
ups for the corresponding topic (Receptivity); 
c. the doctors' perceptions of personal competency in underta king the health check-
ups for the corresponding topic (Competency); 
d. the doctors' perceptions of male patients' recept ivity to discussing the hea lth check-
ups for the corresponding top ic in 3 different contexts (Receptivity in context ). 
These were depicted as the light or dark grey boxes in the conceptua l framework (Figure 6.1 ). 
4. Part XI related to the doctors' intent ions to initiate health check-ups in five topics of men's 
health in three different contexts . These were depicted as the black box in the conce ptual 
framework (Figure 6.1) The three contexts were: 
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i. A middle aged man presented with an acute minor complaint; acute minor 
complaint s were defined as non-life threatening complaints such as aches and 
sprai ns, upper respiratory tract infections or minor dermatological illnesses. 
ii. A middle aged man came for a fo llow up visit; follow up visits were defined as 
recurrent visits for chronic illnesses or follow ups of previous episodes of illness. 
iii. A midd le aged man came for wel lness check-ups; wellness check-ups were defined as 
visits for health assessment in any form, such as men request ing health check-ups, 
compulsory employee health screening or a ca ll back by the doctors for health 
screening. 
Each part of the questionnaire contained items which were the indicators of the concepts t hey were 
measuring. The items were developed from the findings in phase I. 
6.7.1 Development of items in the questionnaire 
The items in part II to X of the questionnaire were statements, to which the participants 
needed to indicate their level of agreement usi ng a Likert sca le. The participants responded 
on a scale of 1-5 denoting their degree of agreement from "strongly disagree" [1] to "st rongly 
disagree" [5]. 
These statements were derived from common themes and wording expressed by the 
participants in phase I. For example, under the concept of perception of men's help-seeking 
behaviour, the theme " illness orientated" was rephrased into "men will only consult a doctor 
when they fa ll il l" ; the theme " refuse to reveal " was rephrased into "Men generally avoid 
ta lk ing about the ir health" . The number of items in each section was kept to the optimum by 
ba lancing the breadth covered by each concept and length of the quest ionnai re . 
The items in part XI of the quest ionnaire were questions asking how li kely the participants 
were to undertake health check-ups in the three different contexts. Again, t hey responded 
on a Liker! scale of 1-5 denoting their likel iness from "highly unlikely" [1] to "highly likely" [5] . 
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The first draft had 256 items and underwent expert reviews by a senior consult ant in primary 
care practice and a health psychologist with an interest in men's health. The consolidated 
questionnaire, which had 204 items, was then subjected to a systemat ic process of internal 
validat ion. 
6.7.2 Internal validation of instrument 
The process of val idation started with content validation by senior Ma laysian PCDs, fo llowed 
by structural validation and internal consistency testing. 
The 204 item questionnaire was reviewed by four Malaysian PCDs for its content validity. The 
items were discussed, refined and rephrased to improve their representativeness of the 
concepts, and the ir understandability and clarity prior to the process of structural validation 
among PCDs. Structura l validation and interna l consistency testing were needed to establish 
their convergent-discriminating property and reliabil ity, respectively. These were done by 
piloting the tentat ive questionnaire to a group of PCDs, with the stat ist ical tests then being 
applied to the responses to the items in the questionnaire. 
The estimated number of participants to be rec ruited for the st ructu ral validat ion was 90. 
This was based on the ru le of thumb that a minimum of five participants should be recruited 
per item for a valid application of factor analysis, and the longest section representing a 
concept in the questionnaire conta ined 18 items. Recruitment of participants was carried out 
through convenient sampling of PCDs via invi tations t o the members of the FMSA, face to 
face interviews with private PCDs within the vicinity of the Universi ty of Malaya (UM) and the 
Universiti Kebangsaan Malaysia (UKM), and distribution of questionnaires to the trainees in 
family medicine at UKM and the University of Science Malaysia (USM), based in Kela ntan. 
The first statistical test was the exploratory factor analysis usi ng principal component 
factoring with promax rotation to establish structural validity. Non-orthogona l promax 
rotation was chosen because the latent variab les (factors) were likely to be correlated.(319) 
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Each concept in the questionnai re was subjected to factor analysis separately. The items 
measuring one concept should factor into a latent variable (a factor), except for the concept 
of externa l ba rrie rs where five latent va riables were expected. The assessments of adequacy 
in sampling and appropriateness of data for factoring procedure were performed by 
estimat ing the Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy and Bartlett's Test 
of Sphericity va lues, where t he KMO value 2: 0.5 was acceptable ( 2: 0.7 w as good) and 
Bartlett's test of sphericity should be significant (p < 0.05) by using a x2 test.(319) A 
significant factor was when its Eigenvalue was >1.0. Items were retained if they fulfilled all 
the following criteria: 
1. has a maximum correlation of 0.3 with any other items in the same concept; 
2. a factor load ing of > 0.4; 
3. a good discriminating property by absence of factor loading of> 0.4 in two latent 
variables; and 
4. must be one of the two items loaded on one latent variable. 
The it ems that did not fulfill t he criteria were dropped one at a time per cycle of ana lysis 
before the next procedure of factor ana lysis. This iterative process was terminated when all 
the items fu lfi lled t he criteria above. 
The rel iabil ity of the questionnaire as a scale was then assessed by calculating the Cronbach' s 
alpha and composite rel iabil ity (CR) values. These statistics measured the internal 
consistency of the scale. Internal consistency gave an indication of scale homogeneity; 
whether calculating a composite score or a mean score of the sca le was val id. (320) 
Cronbach' s alpha statistic was a good estimate for true reliability if it was applied on the 
scale measu ring only one concept.(321) This explained why the re liabili ty assessment was 
performed after the structure of t he questionnaire was established. The alpha stat ist ic was 
calculated for each section of the questionnaire measuring one latent variable. However, the 
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alpha statistic may underestimate the true reliability as it assumed equal loadings of each 
item on the latent va ria ble, which was often not the case in the observed data. (322, 323) 
Therefore, CR, which took account of factor loading, was also ca lcu lated to supplement t he 
information on internal consistency. An acceptable Cronbach' s alpha value was set at<! 0.6, 
(320) whereas an acceptable CR was set at <! 0.7. Whi le the ca lcu lation of Cronbach's alpha 
was performed using a computer program, CR was ca lculat ed manua lly us ing the following 
form ula(324): 
CR (g,)'+L Var(E;) 
Where 1-., was the factor loading of the item i and Var(E;) was the variance due to 
random measurement error for each loading of item i. Var(E,) was ca lculated from 
the following formula: 
Var(e,)= I- A,2 
The final version of t he quest ionnaire comprised 176 items (Appendix 6.1). This process of internal 
val idat ion also served as the pi lot test in t he field survey to ident ify any logistical problems prior to 
the final survey. 
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6 .8 Variables 
There were a total of 42 explanatory latent varia bles and 15 outcome variables identified from the 
inte rnal validation process (see section 7.2.2). The variables were grouped according to figure 6.3. 
The 15 outcome variables corresponded to t he 15 scenarios to be examined . 
General l 
determinants (8 
variables) 
External barriers 
Topics of hea lth { 
check•ups .,_..~C:CCV=S ='i~,k~s~crcaeaaena;i;;a:ng..,._ 
9 - Receptivity 
10-Comfort 
Determ inants 
specific to the 
topic 
(3-7variables) 
Determinants 
speci fic to the 
top ic and 
contexts• 
Outcome 
variables§ 
{ 
{ 
11- Men should 
initiate 
12 - Proactive 
offering 
13 - Effectiveness 
14 - Competency in 
CV risk management 
lS -Competency in 
obesity management 
.El!m! !:il;ll 
16 16 
17§ 17 17 
1 • -Time constraint 
- Lack of privacy 
Sexual 
Dysfunction 
9- Recept ivity 
10- Medical 
importance 
11- Competency 
!::!f 
12 
13§ 13 13 
Psychosocial 
9- Recept ivity 
10- Medical 
importa nce 
11 - Competency 
AM 
12 
13 
f.lilll.!::!f 
12 12 
13 13 
•a ll va riables are numbered; the number represents the nth variable in a scenario 
+=visits for acute minor complaints; * = visits for follow-up; 11=visits for health check-u ps 
I Perceived recept ivi ty to initiate discussion of health check-ups at t he specified cont ext 
Asking about 
10- Medical 
importance 
11- Competency 
AM f.lilll. !::!f 
12 12 12 
13 13 13 
Co lon cancer 
screening 
9 - Receptivity 
10- Med ical 
importance 
11- Competency 
AM f.lilll. !::!f 
12 12 12 
13 13 13 
§Likeliness of doctors initia t ing health check-ups at the spec ified top ic during the specified context (Up to 15 scenarios in total ) 
Figure 6.3 Grouping of the va riables accord ing to t he general determinants, the related topics and the contexts of consu ltation 
The explanatory variables for each scenario included all the variables from general determinants, 
determinants specific to the topic, and determinants specific to the topic and context. Hence, each 
scena rio has 12 explanatory variables, except fo r cardiovascular risk screening, as there were two 
constructs for " receptivity" (9 th and 10th variab le in f igu re 6.3), three constructs for "medical 
importance" (11th, 12th and 13th variable in f igure 6.3), and two constructs for "competency" (14 th and 
15th variables in figure 6.3) in the cardiovascular risk screening. 
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6.9 Data collection process 
The process of data collect ion fo r public and private clinics was similar. It started with a telephone 
cal l to all selected clinics in w hich permission was sought t o visit the clinic. During the visits, which 
were done sole ly by the principa l investigator, to the clin ics, the participants were briefed about the 
purpose of the project, and they were given the questionnaire (Appendix 6.1), the participant 
information sheet (Appendix 6.2) and the consent form (Appendix 6.3). The participants were 
allowed to clarify any matters and concerns before consenting to participate. The questionnaire did 
not bear any personal identifier and was later indexed with a serial number. The consents were kept 
separately from the quest ionnai re because participants' names were stated in the consent forms. 
The completed questionnaire was returned to the principa l invest igator immediately, either by post 
or by personal collection at a later date. Each questionnaire took roughly 30 minutes to com plete. 
Upon completing and returning the quest ionnaire, ea ch participant rece ived a book, w hich costs 
about RM30.00 (USD 10), as a token of appreciation. Reminder calls to the participa nts were made if 
the questionnaire was not received within t wo weeks of the initia l visit. 
The returned questionna ires were indexed immediately, and t he responses to the questionnaire 
were transferred into a SPSS® file by a research assistant. Accuracy of data entry was checked 
randomly by the principal investigator. Every effort was made to t race all missing responses in the 
questionnaires by phone calls, fa x or emails. Data were explored for unusua l responses, and if found, 
they were checked fo r the ir accuracy of data entry before reconfi rming them with the participants. 
All questionnaires which had the data t ransferred were stored in a locked cabinet. 
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6.10 Data analysis 
All stat ist ical procedures, unless otherwise stated, were performed using Stati st ical Program for 
Social Science (S PSS for Window, release 16.0.1. 2007. Chicago : SPSS Inc). The analysis started with 
the recoding of items which had reversed scoring in order to have unid irectional scales. Missing data 
were excl uded pa irwise in the analysis. The data were then reassessed for the ir internal val idity, 
fo llowed by the description of the data and the regression analysis. 
6.10.1 Reassessment of internal validity 
Each section constituting a concept was re-analysed for its structural validity and internal 
consistency using the same procedures described in section 6.7.2 . The reassessment was 
important in order to establish the structural stab il ity of the concepts (the variables), so that 
further stat ist ical analyses based on the variables were more valid. (325) 
Besides establishing the structural stabil ity of the concepts, reassessment of internal validity 
also produced a factor score for each concept, wh ich has several adva ntages over mean 
score as a va riab le in the regression analys is (see sect ion 6.10.4). 
In addition, the followi ng criteria were also set to assess whether ca lculating the mean score 
of a concept (to be used in descriptive statistics - see section 6.10.3) from the items it 
subsumed was valid: 
1. The KMO stat ist ic 2: 0.5 (prefera ble 2: 0.7); 
2. The items fo rming the concept were confi rmed to have only one factor from principal 
component analysis with an Eigenva lue > 1.0; 
3. The total observed va riance explained by the factor was 2: 50%; and 
4. The composite re liabil ity index was 2: 0. 7. 
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6.10.2 Data characteristics 
In part I, w hich surveyed the pa rt icipants' practice characteristics, the data were categorica l 
except the va riables asking about years practicing as PCDs, average number of patients seen 
in a t ypical working day, and average opening hours in a working day. 
In parts II to XI, the data were treated as continuous as the mean scores or factor scores of 
the concepts were used for analysis, except for t hree outcome variables which asked about 
the likeliness of participants undertaking enquiry into sexua l dysfunction, smoking habit and 
colon cancer screening. These th ree outcome variables were treated as ord inal categorical 
data because they were mea sured with only one item each. 
6 .10.3 Descriptive statistics 
Descript ive statistics were used t o provide background information on the participants, the 
patterns of dist ribution for t he determinants (explanat ory variables) in the decision-making 
process, and the patterns of distribution of outcome va riab les. 
In part I, means, medians and the ir standard deviation were used for continuous variables 
and proportions were used for categorical variables. 
By contrast, in parts II to X, besides describing the mean (95% confidence interva ls), the 
mean scores for each participant were also categorised accordingly (Table 6.3). The 
classification retained the un it used in the Likert sca le. 
Table 6.3 Classification of score distribution for explanatory variables 
Mean score Category 
1.0 - < 2.0 Strongly disagree 
2.0 - < 3.0 Disagree 
3.0 Neutral 
>3.0-4.0 Agree 
>4.0 -5.0 Strongly agree 
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Clearly, using mean scores and categorising them in descriptive statistics preserved t he unit 
of measurement and rendered the interpretation mean ingful. By cont rast , factor scores were 
standardised t o their standard deviation, and hence lost the unit of measurement (see 
section 6.10.4). (325) 
For outcome variable, whi le the methods of describi ng the data were simila r to describing 
explanatory variables, the mean ing of categories changed according to the scale used (Ta ble 
6.4). Ordina l data were simply described using proportion and frequency. 
Table 6.4 Classification of score distribution for outcome variables 
Mean score Category 
1.0 - < 2.0 High ly unl ikely 
2.0 - < 3.0 unlikely 
3.0 Not sure 
>3.0 - 4.0 Li kely 
>4.0-5.0 High ly likely 
6 .10.4 Procedure ofregression analysis 
The regression analyses in phase II used the factor scores of t he explanatory and outcome 
variables, which were calculated using the least sq ua re regression approach. Th is approach 
considered the loading weight of each contributing item to t he concept measured, and hence 
yielded maximum validity of t he scores. (325) This was in contrast to mean scores where 
equal loading weight was assumed. Furthermore, reg ression ana lysis using mean scores (or 
sum-scores) potential ly produced inaccurate estimations of multip le corre lat ion and 
regression coefficients with high sta ndard error.(326) However, factor scores, which were 
standard ised t o the ir standard deviation, lost the unit of measurement. (325) Th is 
disadvantage was not an issue as the objective of using regression analysis in phase II was to 
exp lore t he relative importance of t he explanatory va riables (determinants) . 
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The steps taken in the regression analyses were as below: 
1. Bivariate analysis between all explanatory variables (determinants) and conti nuous 
outcome variables (likeliness of part icipants initiating healt h check-ups): scatter plots 
were used to examine the pattern of relat ionship; w hether linear re lationship could be 
assumed . 
2. Multivariate regression ana lysis: two types of regression models were used due to the 
nature of the outcome variab les. 
a. Simultaneous linea r multiple regression (ord ina ry least square method) was used 
for scenarios where t he data of outcome variables were continuous. These 
scenarios involved the topics of cardiovascular risk screen ing and psychosocial 
health assessment. The model for multiple linear regression was: 
Y = a + 13,x, + i32x2+ i33X3+ ... + i3kx k 
Y=outcome variable; !3,=regression coefficient for kth explanatory 
variables; xk=k th explanatory var iables 
b. Simultaneous ordinal multiple regression was used for scenarios where the data 
of outcome variables were ordinal categorical. These scenarios involved the 
topics of sexual dysfunction, smoking and colon cancer screening. The model for 
ordinal regression was: 
1 ( prob (event ) ) 
n ( 1 - prob(event)) 
Prob(event)=proba bil ity of being in higher categories of " likeliness"; 
i3k=coefficient estimates fork explanatory variables 
The types of link function used (the left-side part of the equation) depended on 
the distribution of outcome variables (Table 6.5) 
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Table 6.5 Distribution of outcome categories and their corresponding t ypes of 
link function used 
Pattern of outcome categories 
Evenly distributed 
Skewed towa rds higher outcome 
categories 
Skewed towa rds lower outcome 
categories 
Note: Y =Prob(event ) 
Link function 
Legit 
Complementary 
log-log 
Negative log-log 
Form 
ln(- ln( l - y)) 
- ln (- ln(y)) 
Simultaneous multiple regression was chosen instead of stepwise regression because the 
objective of phase II was to explore the re lative importance of determinants.(308) It was 
not aimed at deve loping a predict ion model for the doctors' decision, in which case 
stepwise regression would be appropriate.(307, 308) Furthermore, stepwise regress ion 
might result in spurious statistical significance(327, 328) and overest imation of 
regression coefficients. (328, 329) Therefore, there might be errors in selecting the 
signif icant va riables, especia lly w hen there were a la rge group of explanatory 
variab les.(307, 329) The statistics reported from each model are summar ised in table 6.6. 
Assumption and outliers were checked to ensure the maximum validity of t he est imates. 
In summary, descriptive stat ist ics provided the pattern of determ inants among PCDs in Malaysia. By 
contrast, the regression statistics: R2, pseudo R2, and model fit statistics assessed t he usefulness of 
the models, and hence the relevance of the theoretical framework at the population level. Also, the 
~s from regression statistics provided the re lative importance of the determinants among each other, 
and hence ranked their importance.(307, 330) 
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Ta ble 6.6 Stat istics reported for multiple linear and ord ina l regressions 
St atistics reported 
Total observed 
variance of 
outcome variable 
explained by the 
model 
Model fit 
Re lat ive 
importance of 
explanatory 
variables 
Regress ion 
diagnost ic for 
co llinearity 
Observed power 
Checking fo r 
assumpt ion 
Checking for 
out liers 
Mult iple linear regression 
R2, Multivariate square correlat ion of a 
outcome variable est imated from a set 
of explanatory va riables 
1. F-stat istic from ANOVA test bet ween 
regressed values and residuals; 
significant difference denotes the 
model fi t 
~, st andardised reg ression coeff icients 
for each explanatory variab les 
Vari ance inflation fact or (VIF); a value 
above 9 is indicative of co ll inearity 
Observed power fo r the model 
Linear re lationshi p: 
1. Scatt er plot between explanatory 
variable and outcome variab le 
2. Scatter plot between residuals and 
predicted outcome va lues 
Errors: 
1. Homoscedast icity of error: Scatter 
plot between res idual and 
independent va riables 
2. Independence of errors : Scatter plot 
between res id ual and ordered case 
3. Normality of error dist ribution: 
Histogram and q-q plot of res idual 
Ordinal regression 
Nagelkerke's R2 (a pseudo-R2) ; a good 
Nagelkerke's R2 is lower tha n a good 
R2 from linear least model(331) 
1. X2 t est of two -2Iog-likelihood va lues 
between model wi th on ly inte rcept 
and model w ith all explanatory 
variab les; significa nt difference 
denotes the model fit 
2. Pearson and Deviance goodness-of-
fit measu res; non-significant test 
denotes model fit 
B, estimat es of regression coeff icients 
for each explanatory varia bles 
-NA-
-NA-
Pa rallel ism : 
1. x2 test of t wo -2Iog-l ikelihood va lues 
of constra ined model and test 
model; non-significa nt X2 denotes 
assumption met 
DfFIT;, Standardised change in predicted -NA-
score w hen case i is included in 
regression; DfFIT of> 0.562 (for 
cardiovascu lar model) and > 0.523 (for 
psychosocial health) constitutes an 
outlier 
DfBetaij, Standa rdi sed change in ~1 when 
case i is included in regression; DfBeta 
of > 0.145 constitu tes an outlier 
Note: All st atistical defin itions, unless otherwise specified, were adopted from Cohen et al. 2003. (307) 
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6.11 Ethical issues 
This questionnaire survey had minimal implica tions in relation to ethical issues. Nevertheless, all 
measures were taken to avoid any disruption in the clinic and uneasiness among the participants. 
Standard narration in invitat ion calls was used to minimise the possible coercion effect (Appendix 
6.4). Participants were visited during their preferred time and given a free choice of whether to 
respond to the survey. They were also given the contacts of the principal invest igator so as to clarify 
any concerns about the project. Informed consent (Appendix 6.3) was obtained from each 
participant. However, a returned questionnaire without a consent form attached was considered 
consenting to partici pate. The participants were ensured confidentiality of information, as the 
questionnaire was anonymous. 
Phase II was also approved by the Ethics and Medical Research Committee, the Ministry of Health 
Malaysia (NMRR-09-710-4499), t he Medical Ethics Committee, University Malaya Medical Centre 
(679.28), and the Human Research Eth ics Committee, the University of Sydney (11-2009/ 12262) 
(Appendix 6.5 for all approval letters). 
186 
  	
		
	  !!!! !"#"#!#!$%&&	
		' $%
7 Phase II: Results 
7.1 Introduction 
This chapter is divided into two segments: segment one elaborates on the findings from the internal 
val idation of the questionnaire; segment two elaborates on the findings from the survey. All findings 
presented are the summary of statist ical outputs. The det ai led statistical procedures and steps taken 
are appended and cited appropriately in the text. Summary tables are provided at the end of this 
chapter t o high light the important findings . 
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SEGMENT I 
(Findings from the internal va lidation of the questionna ire) 
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7.2 Internal validation of the questionnaire 
The process of content validation was descri bed in section 6. 7.2. Resulting from this process, a 204 
item questionnaire was subjected to structural validation and reliabi lity assessment. A total of 91 
participants responded to the invitation for questionnai re va lidation. The participants took roughly 
30 minutes to complete the who le questionnaire. Their profi les are described in sect ion 7.2 .1. Only 
the summary f indings of factor analysis are presented, and the deta ils and steps of the whole 
procedures are appended (Append ix 7.1). The summary statistics for each item are appended 
(Appendix 7.2). 
7.2.1 Participants' profile in the questionnaire validation phase 
A majority of the respondents were members of the Fam ily Medicine Special ists Association 
(FMSA} who practised in public cl inics. Public and fema le doctors were over represented 
(Table 7.1-in the fo llowing page). The medians for period practicing as PCDs, average 
number of pat ients seen per day, and average opening hours in a t ypical working day were 
8.5 years, 25 patient s and 8 hours respectively. 
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Tab le 7.1 Characterist ics of respondents in piloting and questionnaire validation phase 
Characterist ics Frequency % 
Gender, n=91 M ale 25 27.5 
Female 66 72.5 
Qual ificat ion, n=91 Bas ic medica l degree 42 46.2 
Postgraduat e diploma 1 1.1 
M asters in fam ily 43 47.3 
medicine 
Fe llowship in RACGP/ RCGP * 4 4.4 
Other Maste rs 1 1.0 
Locat ion of practice, Urban 72 80.0 
n=90 Rural 18 20.0 
Nature of main Pub lic 67 73.6 
practice, n=91 Private 24 26.4 
Having a structured program for men 's 15 16.5 
health check-ups, n=91 
Standard 
Mean Median Minimum Maximum deviat ion 
Period practici ng as primary care doctor 10.3 8.5 1 43 6.9 
(yea rs), n=88 
Tota l number of patients seen in a day, n=90 36.9 25 1 700 72.6 
Average open ing hours in a typica l working 8.3 8 3 14 1.9 
day, n=89 
*The Royal Australian Co llege of Genera l Pract ice; recognised Roya l colleges of General Practice 
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7 .2.2 Outcome of factor analysis 
More t han 80% of t he KMO measu re of sampling adequacy stat ist ics were 2: 0.6, indicating 
the sample size was appropriate for facto r analysis (Table 7.2). Although 9 factor analysis 
proced ures had KMO stat istics< 0.6, t heir KMO statistics were > 0.5, which indicated that 
factor analys is was sti ll acceptable. All Bartlett's Test of Sphericity va lues were stat istically 
sign ifica nt with p < 0.001, indicating the correlations between items were large enough for 
meaningful factor analysis (Appendix 7.2). 
Table 7.2 Ka iser-Meyer-Olkin (KMO) measure of sampling adequacy 
statist ics distribut ion for 47 factor analysis procedures 
KMO stat istic for 
factoring each concept n % Cumulative % 
2: 0.8 (excellent)* 5 10.6 10.6 
2: 0.7 - < 0.8 (good) 18 38.3 48.9 
2: 0.6 - < 0.7 (mediocre) 15 31.9 80.9 
2: 0. 5 - < 0.6 (acceptable) 9 19.1 100.0 
Tota l 47 100.0 
• t he grading was adopted from Fie ld AP 2009(319) 
On ly 195 of the 204 items were subjected to factor analysis beca use nine it ems measuring 
t he " like liness" of doctors undertaking healt h check-ups in th ree topics (sexual dysfunction, 
smoki ng habit, colon cancer screening) in three diffe rent contexts of consultat ion (acute 
minor complaint visits, follow-up visit s, health check-up visits) were measured with only one 
item each. Twenty-two of the 195 it ems were elim inated in the process of factor analysis 
(Ta ble 7.3- in the following page). These items eit her had poor factor loadi ngs, cross loadings 
or poor correlations wit h other it ems in thei r respective section, which had contributed to 
t he poor Cronbach's alpha val ues. The final number of facto rs extracted in each concept was 
consistent w ith the number expected from t he conceptua l framework, except t he concepts 
measuring " Receptivity" , "Med ica l Importance" and "Competency" in cardiovascular 
screening. While one factor was expected from each of t hese concepts, two, three and two 
factors were extracted respectively (Tab le 7.3). Hence, the final number of factors ext racted 
191 
  	
		
	  !!!! !"#"#!#!$%&&	
		' &$%
was 48 instead of the expected 44. These 48 factors included 42 explanatory variables and six 
outcome varia bles. However, one of the explanatory variab les, the concept measuring cost 
constra int as the external barrier, conta ined only one item. As elaborated above, the other 
nine of the 15 outcome variables measured with one item each were not subjected t o factor 
analysis. The f inal number of ite ms in the quest ionnaire was 176 (166 items from factor 
analysis + one item measuring cost constraint+ nine items measuring one outcome variable 
each), and t he final number of factors assessed fo r the ir validity and rel iabi lity propert ies was 
47 (one factor less than 48 because "cost constra int" was measured with only one item). 
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Table 7.3 Number of items and latent variables ident ified from factor analysis on 40 theoret ica l concepts in the quest ionnaire 
Initial cycle of factor Fina I outcome from 
ana lysis factor analysis 
Expected Number of Number of 
factors Original factors Number of factors Fina l 
to be number w ith in t he items with in the number 
Concepts extracted of items concept el iminated* concepts of items 
Perceived external barriers 5 18 5 3 5* 13* 
Doctors' perceptions of men's help-seeking behaviour 1 10 3 4 1 6 
Doctors' atti tudes towards proactive health check-ups 1 5 2 1 1 4 
Doctors' attitudes t owards proactive men's health check-ups 1 7 2 1 1 5 
Asking about Receptivity 1 6 1 1 1 5 
sexual Medical importance 1 5 2 0 1 2 
dysfunction Competency 1 6 2 1 1 5 
Receptivity in acute minor complaint visits 1 3 1 0 1 3 
Receptivity in follow-up visits 1 3 1 0 1 3 
Receptivity in health check-up visits 1 3 1 0 1 3 
Ca rdiovascula r Receptivity 1 6 2 1 l 5 
risk screening Medical importance 1 6 3 0 3 6 
Competency 1 6 2 0 l 6 
Receptivity in acute minor complaint visits 1 4 1 0 1 4 
Receptivity in follow-up visits 1 4 1 0 1 4 
Receptivity in health check-up visits 1 4 1 0 1 4 
Likeliness of screening in acute minor complaint visit s 1 4 1 0 1 4 
Likeliness of screening in fo llow-u p visits 1 4 1 0 1 4 
Likeliness of screening in health check-up vis its 1 4 1 0 1 4 
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Table 7.3 Number of items and latent variables identi fied from factor analysis on 40 theoret ica l concepts in the questionnaire -cont inue-
Final outcome from factor 
First cycle of facto r ana lysis analysis 
Expected Number of Number of 
facto rs Origina l latent variables Number of latent variables 
to be number withi n the items within the 
Concepts ext racted of items concept eliminated * concepts 
Psychosocial Receptivi ty 1 6 1 1 1 
healt h Medica l importance 1 5 1 3 1 
assessment Competency 1 6 1 1 1 
Receptivi ty in acute minor complaint visi t s 1 4 1 0 1 
Receptivi ty in follow-up visi ts 1 4 1 0 1 
Receptivi ty in hea lth check-up visits 1 4 1 0 1 
Like liness of assess ing in acute minor complaint visits 1 4 1 0 1 
Like liness of assessing in follow-up visits 1 4 1 0 1 
Like liness of assess ing in health check-up visits 1 4 1 0 1 
Aski ng about Recept ivi ty 1 4 1 0 1 
smoking habit Medical importance 1 5 1 2 1 
Competency 1 5 1 0 1 
Receptivi ty in acute minor com plaint visi t s 1 3 1 0 1 
Receptivi ty in fo llow-up visits 1 3 1 0 1 
Receptivi ty in hea lth check-up visi ts 1 3 1 0 1 
Colon cancer Receptivi ty 1 4 2 1 1 
screening Medica l importance 1 5 2 2 1 
Competency 1 5 1 0 1 
Receptivi ty in acute minor com plaint visi t s 1 3 1 0 1 
Receptivi ty in follow-up visi ts 1 3 1 0 1 
Recept ivi ty in hea lth check-up visits 1 3 1 0 1 
Total 44 195 56 22 48 
* Cost as the externa l barrier was measured w ith single item. 
Note: nine items measu ring the likeliness of asking about sexual dysfunction, smoking and colon cancer screening were not factor analysed as each was 
measured with only one item. 
Final 
number 
of items 
5 
2 
5 
4 
4 
4 
4 
4 
4 
4 
3 
5 
3 
3 
3 
3 
3 
5 
3 
3 
3 
167* 
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The correlations between items among an ext racted factor were w ithin the acceptable range 
of 0.3-0.9. The lowest maximum correlations between items was 0.308 (Appendix 7.2) and 83% 
of factors had their lowest maximum correlation between items of 2: 0.5 (Table 7.4). All 
selected items fu lfilled the criteria of having an item factor loading of 2: 0.4. Furthermore, 
95.8% of the items had factor loading values of 2: 0.6 (Table 7.5). 
Tab le 7.4 Lowest maximum corre lat ion Table 7.5 Distribution of factor 
between items for 47 extracted factors loading value for 166 items 
Lowest 
maximum Cumu- Factor Cumu-
correlation lat ive loading lative 
between items n % % va lue n % % 
2: 0.8 - < 0.9 6 12.8 12.8 2: 08 97 58.4 58.4 
2: 0.7 - < 0.8 11 23.4 36.2 2: 0.7 - <0.8 4 25.9 84.3 
2: 0.6 - < 0.7 8 17.0 53.2 2: 0.6- < 0.7 19 11.4 95.8 
2:0.5 - < 0.6 14 2.8 8.0 2: 0.5 - < 0.6 6 3.6 99.4 
2: 0.4 < 0.5 6 12.8 95.7 2: 0.4 - < 0.5 1 .6 100.0 
2: 0.3- < 0.4 2 4.3 100.0 
Total 47 100.0 Total 166 100.0 
Note: A maximum correlation of 2: 0.3 Note: A item factor loading of 2: 0.4 
was adequate was adequate 
More t han 90% of the variance expla ined by the extracted facto rs on their corresponding 
observed data were w ithin t he acceptable range of 2: 0.5 (Table 7.6). The lowest "variance 
explained by factor" was 41.3% (Appendix 7.2). The three factors with "variance explained by 
factor"< 50% prohibited the use of their mean scores as a val id measurement. However, the 
use of regression scores from these factors was stil l valid because of high factor loadings and 
acceptable internal consistency statistics. 
Table 7.6 "Tota l va riance explained by the factor" distribution for 47 extracted factors 
Total va riance explained by the factor n % Cum ulative% 
2: 80% 5 10.6 10.6 
2: 70% -< 80% 14 29.8 40.4 
2: 60% - < 70% 17 36.2 76.6 
2: 50% - < 60% 8 17.0 93.6 
2: 40% -< 50% 3 6.4 100.0 
Total 47 100.0 
Note: A total variance explained of 2: 50% was adequate in order for the mean score to be 
valid 
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7 .2.3 Reliability oftbe extracted factors 
Cronbach's alpha statistics were 2: 0.6 in 42 (89.4%) of the 47 extracted factors (Table 7.7). 
Five factors had Cronbach's alpha stat istic < 0.6, but all ext racted factors ha d a composite 
rel iability index of 2: 0.7. Furthermore, 45 of the 47 extracted factors ha d a composite 
reliability of 2: 0.8 (Table 7.8). 
Table 7.7 Chronbach's alpha 
distribution for 47 extracted factors 
Cronbach's Cumu-
alpha fo r lative 
each factor n % % 
2: 0.8 18 38.3 38.3 
2: 0.7 - < 0.8 18 38.3 76.6 
2: 0.6 - < 0.7 6 12. 89.4 
2: 0.5-< 0.6 4 8.5 97.9 
2: 0.4 < 0.5 1 2.1 100.0 
Tota l 47 100.0 
Note: A Cron bach's alpha of 2 0.6 was 
adequate 
Table 7.8 Composite re liabil ity 
distribution for 47 extracted factors 
Composite Cumu-
reliability fo r lative 
each factor n % % 
2 0.9 10 21.3 21.3 
2: 0.8 - < 0.9 35 74.5 95.7 
2: 0.7 - < 0.8 2 4.3 100.0 
Total 47 100.0 
Note: A Composite reliabi lity of 2: 0.7 
was adequate 
In summary, the crite ria for structura l va lidity and internal consistency of the questionna ire were met 
in almost all the factors extracted . The KMO and Bart lett's Test of Sphericity statistics indicated factor 
ana lysis was feasible and valid. The number of factors ext racted was consistent with t he t heoretica l 
concepts. The high factor loadings and good maximum correlat ions between items for all factors 
demonstrated a good structu ra l val idity, and a large proportion of factors had acceptable Cronbach's 
alpha stat istics and composite re liability, thereby demonstrati ng the good internal consistency of the 
questionnaire. 
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SEGMENT II 
(Findings from the survey) 
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7.3 Recruitment of participants 
A tota l of 224 cli nics were sampled from the registries instead of the planned 220. All cl inics in 
Kelantan agreed to part icipate, compared with the state of Kuala Lumpur and Selangor where only 
67.3% in private cli nics and 91.3% in public clinics agreed to pa rticipate (Figure 7.1). 
Agreed to 
participate t , 
n= 14 (100%) 
Total clin ics selected, n= 224 
Decl ined visits, 
n=23 
Did not fulfill criteria, 
n=7 
Clinic closed down, 
n=26 
Agreed to 
participatet, 
n= 115 
(67.3%) 
Overall clin ics' 
response ra te : 
74.1% 
*KL/Sel = Kua la Lumpur/ Selangor 
Agreed to 
participatet, 
n= 16 (100%) 
Did not fulf ill criteria, 
n=2 
Agreed to 
pa rticipatet, 
n= 21 
(91.3%) 
t The questionnaire was delivered, and the doctors agreed to return the 
questionnaire 
Figure 7.1 Response to the process of clinic recru itment 
There were a total of 280 doctors invited (Figure 2.7), which was more than the selected cl inics as 
some clin ics had more than one resident doctor, especial ly the public cl in ics . The overa ll response 
rate for t his survey was 70.4%. 
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Participatedt 
, n=12 
{80.0%) 
Total doctors invited*, n= 280 
Part ici patedt 
, n=86 
(59.4%) 
Overall 
doctors' 
response rate: 
Participatedt 
, n=19 
{79.2%) 
70.4% 
* KL/Sel = Kuala Lumpu r/ Selangor 
+ Invited doctors were doctors who agreed or decl ined to participate 
t Part icipation was when the completed quest ionnaire was received 
Figure 7.2 Response to the process of doctor recru itment 
Participatedt 
, n=81 
{82.7%) 
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7.4 Demographic and practice characteristics of participants 
The majority of part icipants were Ma lay, had basic medical degrees and were in urban practices 
(Table 7.9). There were slightly less male participants and fewer participants from the private sector. 
The period practicing as PCDs and workload (as measured by number of pat ients seen per hour) 
among the participants varied widely (Ta ble 7.9); both skewed to shorter periods and lower 
workloads. The majority of doctors had s 10.0 years of experience (Figure 7.3) and saws 5.0 patients 
per hour (Figure 7.4). 
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Table 7.9 Characterist ics of respondents participating in questionna ire survey 
Characteristics 
Gender, n=198 
Ethnic group 
Qualification, n=198 
Ma le 
Female 
Ma lay 
Chinese 
Indian 
Others 
Basic medical degree 
Postgraduate diploma 
Masters in fam ily 
medicine 
Fe llowship in RACGP/ RCGP* 
Other Masters 
Location of practice, 
n=198 
Nature of main 
practice, n=198 
Urban 
Rural 
Public 
Private 
Having a st ructured program for men 's hea lth 
check-ups, n=163 
Mean 
Period practici ng as primary care doctor 
(years), n=192 
Workload: 
Total number of pat ients seen in 
a day, n=192t 
Average opening hours in a 
typical work ing day, n=195* 
Average number of pat ients seen 
per hour, n=192 
12.9 
52.7 
9.1 
6.0 
Frequency 
90 
108 
97 
44 
56 
1 
156 
15 
15 
5 
7 
135 
63 
104 
94 
35 
Median Minimum Maximum 
10.0 0.2 48.0 
50.0 15.0 160.0 
8.0 4.0 15.0 
5.0 1.7 20.0 
• The Royal Australian College of General Pract ice; recognised Royal colleges of General Practice 
% 
45.5 
54.5 
49.0 
22.2 
28.3 
0.5 
78.8 
7.6 
7.6 
2.5 
3.5 
68.2 
31.8 
52.5 
47.5 
21.5 
Standard 
deviation 
10.8 
28.5 
2.0 
3.4 
t Number of available data set was 194; two outliers were removed~ one 24 hour clinic and one with 270 
patients/day 
+ Number of available data set was 196; one outlier was removed -one 24 hour clinic 
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B 
8 
-0 
0 
ii; 
.0 
E 
~ 
z 
0.0 10.0 20.0 30.0 40.0 50.0 
Period pract icing as a primary care doctor (years) 
Figure 7.3 Distribution of period practicing as a pr imary-
care doctor among the participants 
Ii g 
0 
-0 
0 
ii; 
.0 
~ 
z 
60 
40 
,o 
0.0 10.0 20.0 
Average number of patients seen per hour 
Figure 7.4 Distribution of workload among t he 
participants 
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The profiles and practice characteristics of private and public sector cl inics differed su bstantially. A 
large proportion of part icipants from private sector clinics were male doctors and non -Malay (Table 
7.10). They pract ised mainly in urban settings and had greate r experience as PCDs. They also saw 
fewer pat ients per hour than their public counterparts. 
Table 7.10 Comparing t he characteristics of the practice between private and public sector 
Nature of practice 
(co lumn %) 
Private Public x' 
Characteristics (n=98) (n=l00) (df) p 
Gender Male 69.1 24.0 40.524 <0.001 
Female 30.9 76.0 (1) 
Ethnic group Malay 32.3 64.4 28.953 <0.001 
Ch inese 37.6 8.7 (3) 
Indian 30.1 26.9 
Qualification Basic medical degree 76.6 80.8 0.515 0.473 
Postgraduate diploma 23.4 19.2 (1) 
Location Place of practice Urban 88.3 50.0 33.381 <0.001 
Rural 11.7 50.0 (1) 
Mean 
(st andard deviation) 
t 
Private Public (df) p 
Period pract icing as primary care doctor (years), 18.5 7.6 7.979 <0.001 
n(private)=93, n(publ ic)=99 (10.9) (7.7) (164.1) 
Total number of patients seen in a day, 42.8 61.8 4.969 <0.001 
n(private)=92, n(publ ic)=l00 (20.2) {31.9) (169.1) 
Average opening hours in a typical working day 9.9 8.4 5.683 <0.001 
(hours), n(private)=93, n(public)=102 (2.4) (1.0) {121.3) 
Average number of pat ients seen per hour, 4.4 7.4 6.962 <0.001 
n(private)= 92, n(publ ic)=l00 (2.0) (3.8) (150.4) 
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7.5 Reassessment of the internal va lidity of part II of the questionnaire 
There were 176 items in the questionnai re, but only 166 items were reassessed for scale valid ity 
before further interpretation of t he data. The reassessment was unnecessary for 10 item s, as t hey 
measured 1 concept each (one item measuring cost constraint and nine items measuring t he doctors' 
"l ikeliness" to undertake health check-ups in th ree top ics in th ree different contexts of consultation -
see section 7.2.2). The summary statistics for the final cycle of factor analyses are given in Append ix 
7.3. The ana lyses of the summary stat istics are given below. 
The KMO statistics (Table 7.11) and the Bart lett's test of sphericity (a ll tests w ith p<0.001) 
demonstrated appropriate factoring procedures. 
Table 7.11 Ka iser-Meyer-Olkin (KMO) measure of sampling adequacy statist ics 
distribut ion fo r 45 analysis procedu res 
KMO statist ic for factoring each 
concept n % Cumulative % 
2: 0.8 (excellent)* 5 11.1 11.1 
2: 0.7 - < 0.8 (good) 17 37.8 48.9 
2: 0.6 - < 0.7 (med iocre) 17 37.8 86.7 
2: 0.5 - < 0.6 (acceptable) 6 13.3 100.0 
Tota l 45 100.0 
• the grading was adopted from Field AP 2009(319) 
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After the fina l cycles of factor analyses, the original 47 latent variables were conso lidated to 45 latent 
variables . The reduction of two varia bles was from the sections measuring doctors' attitudes towa rd 
cardiovascula r risk screening and doctors' percept ions of t heir personal competency; t hree variables 
were red uced to two, and two variables were reduced to one respectively (Table 7.12). 
Table 7.12 Changes in the latent variables ident ified before and after reassessment of internal 
val idity 
Va ri ab les identified before reassessment 
Att itudes towards cardiovascular risk screening: 
1. Doctor should init iate t he screening 
2. It should be proact ively done by doctors 
3. Lifestyle changes are effective 
Percept ions of personal com petency: 
1. Competent in card iovascular ri sk 
management 
2. Competent in managing obesity 
Variables ident ified after reassessment 
1. Doctor should initiate t he screeni ng 
2. Proact ive cardiovascu lar screen ing is 
important 
1. Competent in cardiovascula r risk 
management 
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Also, six items were dropped du ring the facto r analysis procedures for t he corresponding reasons 
given in table 7.13 . This brought the total items su bjected to final cycle of factor analyses and 
internal consistency testing to 160. 
Ta ble 7.13 Items dropped after reassessment of interna l validity and their corresponding reasons 
Va ri ab les Items dropped Reasons 
Doctors' attitudes t owards 
proactive health screening 
Doctors' attitudes t owards 
proactive men's hea lth screening 
Doctors' perceptions of personal 
competency in asking about sexual 
dysfunction 
Doctors' perceptions of personal 
competency in card iovascular 
screening 
Doctors' perceptions of receptivity 
to smoking assessment 
Doctors' perceptions of personal 
compete ncy in smoking cessation 
management 
Offering hea lth screening is not 
an obl igat ion for a prima ry care 
doctor 
I th ink prov iding proactive hea lth 
screeni ng to men is cost effective 
I fee l uneasy talki ng about sexual 
hea lth to ma le pat ients 
I am uncertain of when to refer 
men wit h high cardiovascu lar r isk 
Men expect doctors to raise the 
issue of t heir smoki ng problem 
I am uncertain of when to refer 
men requir ing smoking cessation 
The maximum corre lation 
w ith other items was < 0.3 
The maximum correlati on 
w ith other items was < 0.3 
The item was furthest away 
in component plot• 
The item w as furthest away 
in component plot• 
Item factor load ing was 
0.205 (less than the 
threshold of 0.4) 
The item was furthest away 
in component plot• 
• This indicat ed that the meaning of the item may be interpreted differently to the rest of the items 
The maximum correlation between the items within a facto r and factor loading for each item on their 
respective facto r were appropriate (Table 7.14 and Table 7.15). 
Table 7.14 Lowest maximum corre lation 
between items fo r 45 extracted factors 
Lowest 
maximum Cumu-
correlation lative 
between items n % % 
<! 0.7 - < 0.8 6 13.3 13.3 
<! 0.6 - < 0.7 16 35.6 48.9 
<! 0.5 - < 0.6 13 28.9 77.8 
<! 0.4 - < 0.5 7 15.6 93.3 
<! 0.3 - < 0.4 3 6.7 100.0 
Total 45 100.0 
Note: A maximum correlation of<! 0.3 was 
adequate 
Table 7.15 Distribution of factor 
loading val ue for 160 items 
Factor Cumu-
loading lative 
value n % % 
<! 0.8 73 45.6 45.6 
<! 0.7 - < 0.8 62 38.8 84.4 
<! 0.6 - < 0.7 18 11.3 95.6 
<! 0.5 - < 0.6 7 4.4 100.0 
Total 160 100.0 
Note: A item factor loading of,! 0.4 
was adequate 
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More t ha n 90% of factors extracted had a " total variance explained" <! 50% (Table 7.16). Although 
there were four factors having a " tota l variance explained"< 50%, they were only slight ly less than 
50%: 
1. "Doctors' attitudes towards men's hea lth check-up" (48 .8%) 
2. " Doctors' perceptions of persona l competency in cardiovascu lar risk screening" (45.9%) 
3. " Doctors' perceptions of receptivity to psychosocial health assessment" (49.8%) 
4. " Doctors' perceptions of personal competency in psychosocia l assessment" (49.3%) 
Table 7.16 'Total variance explained by the factor" distribution for 45 extracted facto rs 
Total variance explained by the factor n % Cumu lative % 
<! 80% 1 2.2 2.2 
<! 70% - < 80% 10 22.2 24.4 
<! 60% - < 70% 16 35.6 60.0 
<! 50% -< 60% 14 31.1 91.1 
<! 40% -< 50% 4 8.9 100.0 
Tot al 45 100.0 
Note: A tota l variance explained of <! 50% was adequat e in order fo r the mean score to be 
va lid 
All extracted factors had sat isfactory interna l consistency indexes (Table 7.17 and Table 7.18). 
Table 7.17 Chronbach' s alpha Table 7.18 Composite reliability 
distribution for 45 extracted fact ors distribution for 45 extract ed factors 
Cronbach 's Cumu- Composite Cumu-
alpha for lat ive re liability for lative 
each factor n % % each facto r n % % 
<! 0.8 12 26.7 26.7 <! 0.9 4 8.9 8.9 
<! 0.7 - < 0.8 23 51.1 77.8 <! 0.8 - < 0.9 39 86.7 95.6 
<! 0.6- < 0.7 5 11.1 88.9 <! 0.7 - < 0.8 2 4.4 100.0 
<! 0.5- < 0.6 5 11.1 100.0 
Tota l 45 100.0 Tot al 45 100.0 
Note: A Cronbach's alpha of 2 0.6 was Note: A Composite reliability of<! 0.7 
adequate was adequate 
This questionnaire achieved substantial internal val idity. Each factor ext racted represented the latent 
variable that it was set up to measu re. The mean score of each factor was va lid t o be used for 
descriptive st atistics, and the factor score for each factor was also va lid to be used in regression 
analyses. 
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7.6 Primary care doctors' opinion of health check-ups for male patients 
This section describes the opinions of the participants in various issues re lating to health check-ups 
fo r male patients. They are: 
1. the doctors' perceptions of external barriers to men's health check-ups; 
2. the doctors' perceptions of men's help-seeking behaviour relating t o hea lth check-ups; 
3. the doctors' attitudes t owards hea lt h check-ups generally; and 
4. the doctors' attitudes towards men's hea lth check-ups. 
These are the general determinants, which were not specific to the topics or context of men's health 
check-ups, or of PCDs' decision making on whether to init iate hea lth check-u ps w ith their male 
patients. 
7.6.1 Doctors' perceptions of external barriers to men's health check-ups 
Doctors' perceptions of external barriers to men's health check-ups constituted five types of 
externa l barriers (Figure 7.5). On average, the mean scores for the five types of external 
barriers to men's health check-ups centred around t hree, which denoted that the 
participants neither agreed nor disagreed on whether they were barriers t o men's health 
check-u ps (Figure 7.5). 
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Strongly "' 
agree 
Strongly 
disagree 
Time La ck of 
constraint privacy 
Lack of Lack of 
supportive referral 
clin ic system network 
Cost constraint 
to men 
Figure 7.5 Mean scores and 95% confidence interva ls for degree of doctors' 
agreement on the perceived externa l barrie rs to hea lth check-ups 
However, the distribution of the participants' degree of agreement revealed that almost 
equal proportions of the part icipants either disagreed or agreed with the barriers, and only a 
small proportion of participants took a neutral stance, except for "lack of referral network" 
and "cost constraint to men" (Figure 7.6). The majority (55.6%) of the participants perceived 
that time constraint was a barrier, but this was not the case for lack of pri vacy, lack of clin ic 
system supporting health check-ups, lack of referral network and cost const raint, where 
60.1%, 50.3%, 44.2% and 42.4% either disagreed or strongly disagreed respectively (Figure 
7.6). 
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% 45.0 
40.0 
35 .0 
30.0 
25 .0 
20.0 
15.0 
10.0 
5.0 
0.0 
strongly disagree neutral agree strongly disagree 
■ Time constraint 
(%) 4.6 34.7 5.1 37.2 
■ Lack of privacy 
22.7 37.4 8.1 24.7 (%) 
■ Lack of clinic system 
supporting hea lth 9.1 41.1 9.6 32.0 
check(%) 
■ Lack of referra l 
network{%) 6.1 38.1 26.9 22.8 
Cost constra int 
to men(%) 7.6 34.8 21.7 28.8 
Figure 7.6 Doctors' degree of agreement on the externa l barrie rs to health 
check-ups 
agree 
18.4 
7.1 
8. 1 
6. 1 
7.1 
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7.6.2 Doctors' perceptions of men's help-seeking behaviour in relation to health check-
ups 
The higher mean scores of the doctors' perceptions of men's help-seeking behaviour 
indicated the perception of men being keen for health check-ups and lower scores indicated 
otherwise. The mean score (95% Cls) was 2.8 (2.7 - 2.9). On average, the participants 
perceived t hat men were not keen for health check-ups. A majority of t hem (58.6%) 
disagreed or strongly disagreed t hat men were positive about hea lth check-ups (Figure 7.7) . 
% 60.0 
so.a 
40.0 
30.0 
20.0 
10.0 
0.0 
strongly 
disagree 
■ Degree of 
agreement 9.1 
(%), n= 198 
disagree neutral 
49.5 7.6 
agree 
27.8 
strongly 
agree 
6.1 
Figure 7.7 Doctors ' degree of agreement on men being keen for 
health check-ups 
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7.6.3 Doctors' attitudes towards the medical importance of proactive health check-ups 
The higher mean scores of the doctors' at t itudes t owards proactive hea lt h check-ups 
indicated higher agreement that proact ive hea lth check-ups were important in primary care. 
The mean (95% Cls) was 4.0 (3.9 - 4.0). On average, the participants perceived that proactive 
hea lth check-ups were important in primary care. Very few participants (5.5%) disagreed and 
no participant strongly disagreed wit h the importance of proact ive hea lth check-ups (Figure 
7.8). 
% 70.0 
60.0 
50.0 
40.0 
30.0 
20.0 
10.0 
0.0 
■ Degree of 
agreement 
(%), n~ 198 
disagree 
2.5 
neutral agree 
3.0 65.2 
strongly 
agree 
29 .3 
Figu re 7.8 Doctors ' degree of agreement that health check-ups 
were important in primary care 
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7.6.4 Doctors' attitudes towards the medical importance of proactive men's health 
check-ups 
The higher mean scores of the doctors' attitudes t owards proactive men's hea lth check-ups 
indicated higher agreement that proactive hea lth check-ups were important/or mole 
patients in primary care. The mean (95% Cls) was 3.8 (3 .7 - 3.8). On average, the participants 
perce ived t hat proactive hea lth check-ups were also important for male patients in primary 
care. However, more participants (11.2%) disagreed that health check-ups were important 
for male patients compared wit h health check-ups generally (Figu re 7.9), although a great 
majority (88.8%) still placed importance on hea lth check-ups for ma le patients. 
% 80.0 
70.0 
60.0 
50.0 
40.0 
30.0 
20.0 
10.0 
0.0 
disagree neutral agree 
■ Degree of 
agreement 5.1 6.1 69.0 
(%), n= 197 
Figure 7.9 Doctors ' degree of agreement that men's health 
check-ups were important in primary care 
strongly 
agree 
19.8 
In summary, although some participants perceived t ime constraint as an important barrier, many had 
opposing views. They also had mixed views about cost constraint, lack of cl inic system support, lack 
of privacy and lack of referra l network support. While a large proportion of participants perceived 
men as being re luctant about health check-ups, a great majority of the m perceived that health 
check-ups and men's health check-ups were important. 
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7. 7 Cardiovascular risk screening in male patients 
Th is section has th ree sub-sections. The first su b-subsection (section 7.7.1) describes the pattern of 
the specific determinants of PCDs' intention t o init iate ca rdiovascular risk screen ing with their ma le 
patients (see figure 6.3 in page 175 fo r the grouping of determinants). This is fol lowed by a 
description of the likel iness of PCDs initiating the screening (sect ion 7.7.2). The last subsection 
(section 7.7.3) summarises the find ings of t he mu lti ple linea r regression ana lyses in order to 
ascertain the usefulness of the models, with all determinants col lectively, in explaining the doctors' 
intention. The last sub-section also examines the re lat ive importance of each of these determinants 
in the models. 
7.7.1 Specific determinants of doctors' intention to initiate cardiovascular risk 
screening 
From the theoretical framework, four specific determinants were conceptualised. However, 
after reassessment of structural val idity (see sect ion 7.5). six specific determi nants were 
identified instead . These determi nants were grouped into the following categories: 
a. Doctors' perceptions of ma le patients' receptivity (th ree determinants): 
i. Perceived male patients as expecting ca rdiovascu lar risk screening 
ii . Perceived ma le patients as being comfortable wit h t he discussion of 
cardiovascular risk screening 
iii. Perceived male patients as be ing receptive to proactive cardiovascula r risk 
screening in a specific context of consu ltation, either in acute minor 
compla int, follow-up or health check-up visits 
b. Doctors' attitudes towards medical importance of proactive cardiovascular risk 
screeni ng (two determinants): 
i. Proact ive screening is important 
ii. Doctors should in itiate the screening 
c. Doctors' self-perception of persona l competency in risk screening (one determi nant ): 
i. Perceived as being persona lly competent 
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The higher mean scores in each determ inant indicated a higher degree of agreement that 
the male patients were receptive to screening, or proactive screening was important, or 
docto rs were personally competent in the screening. 
Generally, the pa rt icipants perceived that male patients were receptive to cardiovascular risk 
screening (Figure 7.10). Men were perceived as expecting and comfortable with 
cardiovascu lar risk screening. Their degree of receptivi ty was even higher in follow-up and 
health check-up visits compared with the context of acute minor complaint visits (Figure 
7.10). 
Strongly "' 
agree 
Neutra l M 
N 
Strongly .., 
disagree 
I I 
I 
Expect ing Comforta ble In acute In In hea lth 
CVS risk with CVS minor fo llow- check-up 
screen ing risk complai nt up visits v isits 
screening vis its 
Figu re 7.10 Mean scores and 95% confidence intervals for degree of 
agreement that male patients are rece ptive to cardiovascular (CVS) r isk 
screen ing 
In the frequency distribut ion chart (Figure 7.11 ), a great majority of part icipants, 83.2% and 
75.6% respect ively, either agreed or strongly agreed that men were comfortable with and 
expected cardiovascular risk screening (Figure 7.11). However, doctors' perceptions of male 
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patients' receptivity in acute minor complaint visits was more variable. As opposed to > 90% 
of the partic ipants' perceiv ing a high degree of receptivit y to follow-up and hea lth check-up 
vis its, as many as a quarter of the participants disagreed t hat their male pat ients were 
receptive to the screening. 
% 70 0 
-60.0 
-
50.0 
-
40.0 
30.0 
20.0 
.{ 10.0 IL .~ 0.0 
strongly disagree neutra l agree strongly disagree agree 
■ Expecting 
CVS risk 
screen ing (%) 1.0 8.6 14.7 64.0 11.7 
n=197 
■ Comfortable with 
CVS screening 1.0 12.7 3.0 66.0 17.3 
(%), n=197 
■ In acute minor 
complaint visits 1.0 23.9 13.2 49.2 12.7 
{%), n=197 
■ In follow-up 
visits{%), 0.0 2.5 5.6 64.5 27.4 
n=197 
■ In health 
check-up 0.0 1.0 2.5 58.1 38.4 
visits(%), 
n=197 
Figure 7.11 Doctors' perceptions of ma le patients' expectation and 
comfort in discussing cardiovascular (CVS) risk screening 
In the "attitudinal" concepts, the participants scored highly on the med ical importance of 
proactive ca rdiovascular risk screening but poorly on the doctor ta ki ng the lead in initiating 
t he screening (Figure 9.12). 
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Strongly "' 
agree 
Neut ral rt') 
N 
Strongly 
rl 
disagree 
I 
Doctor shoul d 
init iate CVS r isk 
screeni ng 
Proact ive CVS Competent in 
risk screeni ng is CVS risk 
important management 
Figure 7.12 Mean scores and 95% confidence intervals for degree of agree ment on 
cardiovascular (CVS) risk screen ing and perception of competency in CVS management 
In the frequency distribution chart (Figure 7.13), almost all participants agreed or strongly 
agreed t hat "proactive cardiovascular risk screening is important". However, a significant 
proportion of them (47. 2%) disagreed that doctors should initiate the discussion on this issue. 
Furthermore, 21.3% of them took a neutral sta nce on the issue of whether the doctor should 
initiate the discussion. 
The participants were genera lly confident about their ski lls in cardiovascular risk 
management (Figure 7.12); up to 96.5% of the participants agreed or strongly agreed that 
they were competent in cardiovascular risk management (Figure 7.13). 
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% 700 0 
60.0 
50.0 n_ -40.0 
30.0 
20.0 
10.0 
-
,_ 
-0.0 
-
~ 
strong ly disagree neut ral agree strongly agree 
disagree 
■ Doctor should init iate 
CVS risk screen ig 5.6 47.2 21.3 22.3 3.6 
(%), n=197 
■ Proactive CVS 
screen ing is 
0.5 0.5 2.5 46.0 50.5 important (%), 
n=198 
■ Competent in CVS 
risk management 0.0 2.0 3.5 63.1 31.3 
(%), n=198 
Figure 7.13 Doctors' atti t udes t owards proactive cardiovascu lar (CVS) risk 
screening and perception of competency in CVS management 
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7.7.2 Likeliness of doctors to initiate cardiovascular risk screening 
The doctors' intention to initiate cardiovascular risk screening was examined by assessing the 
degree of likeliness of doctors in itiating the screening in three different contexts (Figure 7.14). 
Higher mean scores in the degree of likeliness indicated a higher degree of intention to 
initiate the discussion of cardiovascular risk screening. All mean scores in the three contexts 
were more tha n three (Figure 7.14), reflecting a high degree of intention to in itiate the 
discussion with their male patients. Simi lar t o the pattern seen in perceived male patients' 
receptivity to card iovascular risk screening, the degree of likel iness was much higher in 
follow-up and health check-up visi ts (Figure 7.14). 
Highly 
likely 
Highly 
unli kely 
Acute minor 
comp laint 
vis its 
Follow-up 
visits 
Hea lth 
check-up 
visits 
Figure 7.14 Mean scores and 95% confidence intervals fo r the likel iness of doctors 
initiat ing card iovascular (CVS) risk screening in three different contexts 
Also, more varia bil ity of degree of likeliness was noted in the context of acute minor 
complaint visits, in which about a quarter of participants were un likely to initiate the 
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discussion (Figure 7.15). In the contexts of fo llow-up and healt h check-up visits,> 90% of 
partic ipants w ere either likely or high ly likely to initiate the discussion. 
90 0 
% 80.0 
70.0 
60.0 
50.0 
-
40.0 ,_ 
30.0 
20.0 I_ I I 10.0 ■ 0.0 
very 
un likely not likely very 
unlikely su re likely 
■ in acute minor 
complaint visits 0.5 22.8 12.2 45.7 18.8 
(%), n°197 
■ in fo llow-up 
visi ts(%), 0.0 5.1 1.5 42.4 51.0 
n°198 
■ in health 
check-up 0.0 0.5 0.0 20.7 78.8 
visits(%), 
n°198 
Figure 7.15 Likeliness of doctors init iating discussion about 
card iovascu lar (CVS) risk screening in three different context s 
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7.7.3 Usefulness of models and the significant determinants of doctors' intention to 
initiate cardiovascular risk screening 
Three models, corresponding to three contexts of consultation, were constructed to 
ascertain the ir usefulness in expla ining the doctors' intention to in itiate cardiovascu lar risk 
screening wit h their male patients . Each model had 14 explanatory va riab les and one 
outcome variab le. The explanatory variables included eight general determ inant s described 
in section 7.6 and six specific determinants described in section 7.7.1. The intentions, which 
were the outcome varia bles, were measured as the degree of likel iness to initiate the 
screening in three different contexts (section 7.7.2) . The usefulness of the models was 
assessed before examining the relative importance of determinants. 
7. 7.3.1 Usefulness of the explanatory models 
Bivariate analysis using scatter plots between each determinant and the corresponding 
outcome variab le showed that t he assumpt ion of linearity between the t wo varia bles 
was met (the scatted plots are appended -Appendix 7.4). The correlation matrix 
between explanatory variables did not reveal any extreme correlation (r 2! 0.9) 
(Append ix 7.5). Extreme correlation was not desirable as it indicated the possibil ity of 
redunda ncy between the explanatory variables. 
In the initia l round of simultaneous multi ple linear regression analysis, two outliers 
were identified. The DfFIT statistic for case 32 was 0.609, which exceeded the 
threshold of 0.562 in the model investigat ing the context of acute minor compla int 
visits. By contrast, the DfFIT statistic for case 109 was 0. 712, which also exceeded the 
threshold in the model investigat ing the context of health check-up visits (see section 
6.10.4 for the definition of an out lier). These out liers were dropped in the final round 
of regression analyses, resulting in an improvement of the respective R2 of the models 
(Table 7.19). The R2 improved from 0.288 to 0.293 in the model investigating the 
context of acute minor compla int visits, w hereas the R2 improved from 0.246 to 0.252 
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in the model investigating the context of health check-up visits. In the context of 
fo llow-up visits, no outl ier was identi fied (the steps involved in the regression are 
appended - Appendix 7.6). 
In the fina l round of regression ana lyses, the proposed models significant ly explained 
29.3%, 27.6% and 25.2% (corresponding to R2 of 0.293, 0.276 and 0.252) of the 
observed va riance in doctors' intention to in it iate card iovascu la r risk screening in acute 
minor com pla int, follow-up and hea lth check-up visits of their male patients (Ta ble 
7.19). The observed power of the analyses in the t hree models was excellent (Table 
7.19). 
Table 7.19 Summary stat ist ics for simult aneous mu lti ple regression analyses for three 
models corresponding to three contexts of consu ltat ion 
Contexts of the 
models 
Acute minor 
complaint visits 
Follow-u p vis its 
Healt h check-up visits 
Round of 
regression 
analysis 
Initia l 
Final 
Initia l and final 
Initia l 
Final 
• outlier case 32 was dropped 
* no outlier case 
t outlier case 109 was dropped 
n 
190 
189* 
191* 
191 
190t 
0.288 
0.293 
0.276 
0.246 
0.252 
F p 
5.049 <0.001 
5.155 <0.001 
4. 783 <0.001 
4.099 <0.001 
4.218 <0.001 
Observed 
power 
100% 
100% 
100% 
100% 
100% 
No col linea ri ty among explanatory varia bles in all three models was noted. The VIF 
statistics were < 5 (Appendix 7.6). Hence, the biases in the est imates of regression 
coefficients and thei r standard deviat ions were min imal. 
The proposed models also fulfil led al l the assumptions for multiple linear regression . 
The assumpt ion of linearity in the relationship between explanatory variables and 
outcome variables was reassessed with scatter plots between the residua ls and 
predicted outcome values fo r each model. The close proximity of the "Lowess line" to 
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the mean residual line of "O" in all the scatter plots confirmed that the assumption 
was met (the res idual-outcome va lue plots are appended - Appendix 7.7). The 
assumptions about the characteristics of residuals were also met. The 
homoscedasticity and independent distribution of residuals were demonstrated by 
the random pattern seen in the residual-exp lanatory va riable plots and residua l-
ordered case plots respect ively. In addition, the normal distribution of residua ls was 
demonstrated by the pattern of normal distribution in the histogram and q-q plots. 
All residual-explanatory va riable plots, res idual-ordered case plots, histogram and q-q 
plots of residuals are appended - Appendix 7.8. 
7. 7.3.2 Relative importance of the determinants 
Standardised coefficients, ~. for each explanatory variable within the corresponding 
model were examined and compared to ascertain the significant and important 
determinants of doctors' likeliness to initiate cardiovascu lar risk screening in three 
different contexts of consultation (Table 7.20). The magnitude of~ corresponded to 
the magnitude of importance as a determinant. 
In the context of acute minor complaint visi ts, four expla natory va riables significantly 
determined the doctors' intention (Table 7.20). The doctors' perceptions of male 
patients' receptivity to card iovascula r ri sk screening in acute minor complaint visits 
was the most important determinant, and it was positively associated with the 
doctors' intention. Hence, higher degree of perceived male patients' receptivity to 
cardiovascular risk screening in acute minor compla int visits was associated with 
higher likel iness of doctors to initiate the screening. The second most important 
determinant was doctors' perceptions of ma le patients' help-seeking behaviour. 
Contrary to the positive associat ion above, the more positive the doctors' 
perceptions of their male patients' help-seeking behaviour, the less likely the doctors 
were to in it iate the screening. The th ird most important determinant was the doctors' 
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perceptions of male patients expecting cardiovascular risk screening. This 
determinant had a positive association where a higher degree of perceived 
receptivit y was associated with a higher degree of likeliness in initiating the 
discussion. The last sign ificant determinant was the barrier of lack of referral network; 
a greater degree of perceived barrier was associated with lesser li ke liness of initiating 
the discussion. 
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Table 7.20 Standardised coefficient (13) for all determinants of doctors' likel iness to initiate cardiovascu lar risk screening in three different contexts of 
consultation 
Acute minor Health check-up 
complaint visits Fol low-up visits visits 
Determinants 13 p 13 p 13 p 
,.,em, I bmle,s , 1 Time co""'" Io< 0.030 0.740 0.084 0.355 0.166 0.075 
health check-ups Lack of clinic system supporting hea lth check-up -0.120 0.175 -0.109 0.221 -0.078 0.388 
Lack of privacy in the clinic 0.081 0.309 0.058 0.469 -0.136 0.096 
Lack of referra l network -0.152 0.026 -0.012 0.857 0.094 0.179 
cost constraint to men 0.076 0.288 -0.127 0.086 0.023 0.758 
Doctors' positive percept ions of men's help-seeking behaviour in relation to -0.227 0.002 -0.237 0.001 0.022 0.761 
health check-ups 
Doctors' atti tudes towards medical importance of health check-ups 0.112 0.181 0.195 0.021 0.020 0.811 
Doctors' attitudes towards medical importance of men's hea lth check-ups 0.109 0.188 0.024 0.771 0.105 0.220 
Doctors' f Pe,~l,ed male pa<leo,s e,pectlog CVS' clsk scceeolog 0.193 0.004 0.059 0.377 0.012 0.859 
perceptions of Perceived ma le patients being comfortab le in discussing 0.059 0.409 0.168 0.021 0.014 0.845 
receptivity CVS risk screening 
Perceived ma le patien ts be ing recept ive to proactive 0.331 <0.001 0.267 <0.001 0.183 0.018 
CVS risk screening in the contexts of consultation 
Doctors' attitudes 1 Attitudes towards proactive CVS risk screening -0.146 0.055 0.027 0.731 0.231 0.010 
towards medical Attitudes towards doctors initiating CVS risk screening 0.035 0.600 -0.087 0.207 0.058 0.396 
importance 
Perceived being personally competency in CVS risk management 0.024 0.756 -0.016 0.838 0.078 0.362 
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In the context of fol low-up visits, four significant explanatory variables were 
identified, and the most important determinant was also t he doctors' perceptions of 
ma le pat ients' receptivit y, with a similar type of posit ive association. Simi larly, t he 
doctors' perceptions of male patients' help-seeking behaviour was the next most 
important determinant with a negative association as in the context of acute minor 
complaint visits. However, the next two most important determinants differed from 
the context of acute minor complaint visits, where the doctors' attitudes toward 
medical importance of health check-ups became the third and doctors' perceptions 
of male patients' comfort in discussion cardiovascular risk screening became the 
fourth most important determinants, with both havi ng positive associations with the 
doctors' likeliness to in itiate ca rdiovascular risk screening (Table 7.20). 
In t he context of hea lth check-up visits, there were substa ntia l differences in the 
significant determinants compared with the contexts of acute minor complaint visits. 
Only two explanatory variables were significantly associated with the doctors' 
intention to in itiate card iovascular risk screening (Table 7.20). The most important 
determinant was the doctors' attitudes toward proactive cardiovascular risk 
screening, followed by the doctors' perceptions of male patients' receptivity to the 
screening. Both determi nants had positive associations with the likeli ness of doctors 
to initiate the screening. Hence, doctors w ho placed importance on proactive 
cardiovascu lar risk screening were more likely to initiate the screening. Doctors who 
perceived a higher degree of receptivity to cardiovascular risk screening were also 
more li ke ly to initiate t he screening. 
226 
  	
		
	  !!!! !"#"#!#!$%&&	
		' ($%
Table 7.21 List of sign ificant determinants in descending orde r of importance from multiple 
linear regression ana lyses of three contexts of consultat ion 
Acut e minor complaint visits Fol low-up visits 
Determinants ~· Determinants ~· 
Receptivity* 0.331 Receptivity* 0.267 
Ma le patients' -0.227 Male patients' -0.237 
HSBt HSBt 
Men' s expectation 0.193 Attitudes towards 0.195 
of CVS risk health check-ups 
screening 
Lack of referra l -0.152 Male patients' 0.168 
network comfort 
Health check-up visits 
Determinants ~• 
Attitudes towards 0.231 
proactive CVS risk 
screening 
Receptivi ty* 0.183 
• Standardised coefficients from full model of mult ip le linea r corre lation 
* Perception of male patients' receptivity to card iovascular risk screen ing in the corresponding 
context 
t Perception of male patients' help-seeking behaviour in relation to health check-ups 
The significant determinants of the likeliness to in itiate card iovascu lar risk screening 
in the th ree different contexts differed substant ially (Tab le 7.21). Determinants 
re lated to "perceived receptivit y" were prominent in the context of acute minor 
compla int visits but less so in the context of health check-up visits. On the other hand, 
determinants re lated to "att it udes towards medica l importa nce" were prominent in 
health check-up visits and fol low-u p visits. The context of follow-up visits presented 
an interesting scenario where both determinants re lated to "perceived receptivity" 
and "attitudes t owards medica l importance" were important. 
227 
  	
		
	  !!!! !"#"#!#!$%&&	
		' ($$%
In summary, the participants perce ived that male patients were general ly receptive to cardiovascular 
risk screening in three contexts of consultat ions, especia lly during hea lth check-up visits. They felt 
proactive cardiovascu la r screening was important and that they were competent to carry out the 
screeni ng. The models proposed significantly expla ined doctors' intent ions to offer cardiovascular 
risk screening. Both doctors' "percept ions of male patients' receptivity" and doctors' "atti t udes 
towards medical importance" were sign ifica nt determ inants; "perceptions of male patient s' 
receptivity'' was more important in acute minor compla int visits and follow -up vis its, but " attitudes 
towards medical importance" was more important in health check-up visits. External barriers to and 
perceived competence in card iovascular risk screening played a smaller role in the doctors' 
intentions. 
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7.8 Asking about sexual dysfunction in male patients 
The presentation of this and the subsequent sect ion is simi lar to the top ic of card iovascular risk 
screening, where the pattern of t he specific determinants of PCDs' intention t o ask about sexua l 
dysfunction among male patients is descri bed first. (section 7.8.1) This is followed by a description of 
the likeliness of doctors ask ing about it (sect ion 7.8.2). The last su bsection (section 7.8.3) summarises 
the findi ngs of ordinal regression ana lyses to ascertain the usefulness of the models, w it h al l 
determinants co llect ively, in explaining the doctors' intention . The last sub-sect ion then examines 
the re lative importance of each of these dete rminants in the models. 
7.8.1 Specific determinants of doctors' intention to ask about sexual dysfunction 
Four specific determinants were conceptualised from the theoretical framework. These were 
grouped into "doctors' perceptions of male patients' receptivit y to ask ing about sexua l 
dysfunction (generally and in th ree different contexts)", "at t itudes to proactive asking about 
sexua l dysfunction" and "docto rs ' perceived personal competence in assessing sexua l 
dysfunction" (Figure 7.16). The interpretation of mean scores was simi lar t o ca rdiovascular 
risk screening. 
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Strongly U') 
agree 
Neutral "' 
N 
Strongly rl 
disagree 
I 
I 
I 
General ly In acute In In health Proactive Competent 
minor fol low- check-up ask ing in assessing 
complaint up visits 
visits 
Male patients are receptive to 
quest ion about SD 
visits about SD is SD 
necessary 
Figure 7.16 Mean scores and 95% confidence intervals for degree of agreement about t he 
perceived ma le patients' receptivity in different contexts, att itudes to proactive assessment 
and perceived personal competency asking about sexual dysfunct ion (SD) 
Higher mean scores of doctors' perceptions of ma le patients' receptivity to asking about 
sexual dysfunction indicated a perceived higher degree of agreement that male patients 
were receptive to questions about sexual dysfunction. Generally, male patients were 
perceived as slightly less receptive to questions about sexual dysfunction, and the degree of 
receptivity was lowest if the context of consultation was acute minor complaint visits. 
Doctors perceived a comparat ively higher degree of receptivity among male patients in 
follow-up visits and an even higher degree in hea lt h check-up visits. (Figure 7.16) 
In the frequency distribution chart (Figure 7.17), more than 50% of participants perceived 
that ma le patients were genera lly unreceptive to questions about sexual dysfunction. Whi le 
up to 73.3% of them disagreed or strongly disagreed that men would be receptive to such 
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questions in the context of acute minor complaint v isits, a majority agreed or strongly agreed 
that men would be recept ive t o such questioning in follow-up or health check-up vis its. 
% 70.0 
60.0 
so.a 
40.0 
30.0 
20.0 
10.0 
0.0 
strongly disagree neu tral agree st rongly disagree agree 
■ Generally(%), 6.6 44.9 7.1 35.9 5.6 
n=198 
■ in acute minor 
compla int visits 15.7 58.4 12.7 11.2 2.0 
(%), n=197 
■ in fo llow-up 
visits (%), 2.0 28.6 15.3 48.5 5.6 
n=196 
■ in health 
check-up 1.5 16.7 12.1 55.6 14.1 
visits(%), 
n=198 
Figure 7.17 Doctors ' percept ions of ma le patients' being 
receptive to question ing about sexua l dysfunct ion general ly and 
in three different contexts 
In measuring doctors ' attitudes towards asking male patients about sexua l dysfun ction, 
higher mean scores indicated a higher degree of agreement that such questions were 
necessary. Likewise, in measuring the ir perce ived personal competency in assess ing sexua l 
dysfunction, higher mean scores ind icated a higher degree of perce ived personal 
competency. While on average, participants viewed asking about sexual dysfunction as 
unnecessary, the mean score was close to 3 (a neutral stance) (Figure 7.16). Simi larly, w hile 
they perceived themselves as competent in assess ing sexua l dysfun ction, once again the 
score was close t o 3. 
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% 500 0 
45.0 
40.0 
-
35.0 -
30.0 
25.0 
20.0 
15.0 
10.0 l_ 5.0 . ....... J7 0.0 
---
strongly disagree neutral agree st rongly disagree agree 
■ Proactive asking about 
sexua l dysfuntion is 4. 1 43.9 20.4 29.6 2.0 
important {%), n=196 
■ Competent in assessing 
sexual dysfuntion (%), 2.5 37.1 11.2 41.6 7.6 
n=197 
Figure 7.18 Doctors' att itudes towa rds proact ive questioning about 
sexual dysfunction and perce ived personal competence in 
assessing sexual dysfunction 
Whi le a minority (3 1.6%) of participants agreed o r strongly agreed that proactive quest ioning 
about sexua l dysf unct ion w as important, up t o a fifth took a neut ral stance. On t he other 
hand, a large proportion of participants (49.2%) agreed or strongly agreed that they were 
competent in assessing sexual dysfunction (Figure 7.18), wi t h few er participants taking a 
neutral stance. 
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7.8.2 Likeliness of doctors asking about sexual dysfunction 
The likeliness of doctors asking about sexual dysfunct ion was measured in th ree different 
context s of consultation w ith one item each . Hence, unli ke ca rdiovascular risk screening, 
there was no mean score of likeliness. The participants rated the item on a scale of 1-5, 
corresponding to the likeliness in asking about sexual dysfunction in t he corresponding 
scenario. A majority of t he participants (78.3%) were either unlikely or highly unlikely to ask 
about sexua l dysfunction in t he context of acute minor complaint visits (F igure 7.19). 
Although more participants were likely or high ly likely to ask such questions in fo llow-up or 
health check-up visit s compared with acute minor complaint visi ts, part icu larly in health 
check-u p visi ts, they only constituted < 50% of the participants. Up to almost 30% of them 
took a neutral stance. The data showed a slant towards "unlikely" in asking about sexual 
dysfunction. 
% 60.0 
50.0 
40.0 
30.0 
20.0 
10.0 
0.0 
■ in acute minor 
complaint visits 
(%), n°198 
■ in fo llow-up 
visi ts(%), 
n°198 
■ in health 
check-up 
visits (%), 
n°198 
High ly 
unl ikely 
23.2 
7.6 
4.0 
Unlikely not sure 
55 .1 15.2 
36.9 29.8 
23 .7 26.3 
Likely 
6.1 
21.7 
30.8 
Highly 
li kely 
0.5 
4.0 
15.2 
Figure 7.19 Likeliness of doctors asking about sexual dysfunction in 
three different contexts 
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7.8.3 Usefulness of models and the significant determinants of doctors' intention to ask 
about sexual dysfunction 
Th ree models were constructed to ascertain t heir usefu lness in explain ing t he doctors' 
intention to ask about sexua l dysfunction. Twelve explanatory variables were included in 
each model representing the eight genera l determinants described in section 7.6 and t he 
four specific determinants on the t opic of sexual dysfunction described in section 7.8.1.The 
outcome variables, the intent ions, were measured as the degree of likeliness of doctors 
asking about sexua l dysfunction in three different cont exts (see section 7.8.2). Because of t he 
ord ina l categorical nat ure of outcome variables, the usefulness of the model and relat ive 
importance of the determinants were analysed using ordina l regression analys is. 
7.8.3.1 Relevance of explanatory models 
Different link functions were used in three different contexts as the distribut ions of 
outcome va riab le for each context were different (see table 6.5 for the type of link 
funct ions matching the type of out come varia ble distributions) . The deta ils of the 
stat ist ical outputs are appended - Appendix 7.9. 
Merging of the categories "highly like ly" and " likely" was only necessary in the analysis 
of the likeliness of doctors asking about sexua l dysfunct ion in t he contexts of acute 
minor complaint visits, as the frequency (n) in the "highly likely" category was 1. 
All three models, corresponding to t hree context s of consultation, significantly 
explained t he docto rs ' intention to ask about sexua l dysfunction; all three models have 
significa nt model fitt ing statistics of -21og-likelihood x' (Table 7.22) . The non-
significa nce of goodness-of-fit statistics indicated that the models tested fitted we ll 
wi th t he observed data. 
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Table 7.22 Summary of ord inal regression statistics of three models for determining 
doctors' intent ion to ask about sexual dysfunction corresponding to three contexts of 
consultation 
Model fitti ng Goodness of fit 
-2Log- Significant Significant 
Contexts of Nagelkerke Likeli hood test, p, for test, p, for 
the models n pseudo-R' x2 p Pearson Devia nce 
Acute minor 191 0.132 
complaint 
visi ts * 
Follow-up 190 0.316 
visits 1: 
Health check- 192 0.205 
up visitst 
• li nk function: Negat ive log-log 
1= li nk function: Legit 
t li nk function: Complementary log-log 
24.136 0.019 0.412 
66.593 <0.001 1.000 
41.512 <0.001 1.000 
Although Nage lkerke R2 was an estimate of the actual R2, the models seemed to 
explai n 13.2% to 31.6% of the observed variance in doctors' intention to ask about 
sexual dysfunction in acute minor complaint, follow-up and health check-up visits 
1.000 
1.000 
1.000 
respectively. The model explained most effectively in the context of follow-up visi ts, 
fo llowed by health check-up vis its and acute minor complaint visits. 
Tests of parallelism in al l t hree models showed a non-significant difference between 
nul l hypothesis (which states that the regression slopes are paral lel ) and the models 
(which makes no assumption of parallelism), confirming the val id use of ord inal 
regression analysis (Table 7.23 ). 
Tab le 7.23 Test of parallelism for the three models corresponding to three 
contexts of consultation 
Contexts of the models -21og-likelihood x2 p 
Acute minor complaint visits 29.764 0.193 
Follow-up visits 38.693 0.349 
Health check-up vis its 45.821 0.126 
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7.8.3.2 Relative importance of the determinants 
The relative importance of each determinant from the others was ascertained by 
compa ring the coefficient estimates of regression, B, of the variable from the ordinal 
regression models. The standard errors for t he determinants with in each context of 
consultation were similar, making comparison within each context of consu ltat ion 
possible. 
In the context of acute minor com pla int visits, the only significant determinant was the 
doctors' perceptions of male patients' receptivity to questioning about sexual 
dysfunction in that specific context (Table 7.24) . It was a positive relationship, where a 
higher degree of perceived receptivity was associated with a higher degree of likeliness 
in asking about sexual dysfunction. 
In the context of follow-up visits, four sign if icant determinants were noted (Table 7.24). 
The most important determinant was, again, the doctors' percept ions of male patients' 
receptivity to such quest ions in follow-up visits. The second most important 
determinant was perceived persona l competency in assessing sexual dysfunction, 
fo llowed by positive perceptions of men's help-seeking behaviour in re lation to health 
check-ups and cost constra int. However, the latter two determinants have a negative 
association, where a more positive perception of men's help-seeki ng behaviour and a 
perceived higher degree of cost constrai nt was associated with a lower likeliness of 
asking about sexual dysfunct ion. 
In the context of hea lth check-up visits, two significant determinants were noted 
(Table 7.24). In this context, however, the most important determinant was perceived 
to be persona l competency in assessing sexua l dysfunction. The doctors' perceptions 
of male patients' receptivity to such questioning in health check-up vi sits was a less 
important determinant than "perceived persona l competency''. 
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Table 7.24 Estimates of regression coefficient (B) for all determ ina nts of doctors' likeli ness to ask about sexual dysfunction in three different contexts of 
consu ltation 
Acute minor complaint 
Determinants visits Follow-up vis its Hea lt h check-up visits 
B SE* p B SE* p B SE* p. 
'"''"" I 1 "m e<oos""" < -0.162 0.125 0.196 -0.181 0.193 0.348 -0.191 0.119 0.109 barriers to Lack of clinic system supporting health check-up 0.040 0.130 0.757 -0.086 0.198 0.665 -0.126 0.120 0.292 
health Lack of privacy in the cl inic 0.035 0.116 0.764 0.252 0.180 0.160 0.114 0.105 0.281 
check-ups Lack of re ferral network 
-0.152 0.097 0.118 -0.057 0.148 0.699 0.080 0.088 0.367 
cost const raint to men -0.032 0.099 0.750 -0 .399 0.155 0.010 -0.008 0.094 0.933 
Doctors' positive percept ions of men's help-seeking behaviour in -0.135 0.107 0.205 -0.413 0. 165 0.013 -0.173 0.100 0.083 
relation to health check-ups 
Doctors' atti tudes towards medica l importance of health check- 0.047 0.110 0.671 0.265 0.172 0.123 0.144 0.105 0.170 
ups 
Doctors' atti t udes towa rds medical importance of men's hea lth -0.138 0.112 0.219 -0.085 0.174 0.625 -0.113 0.104 0.280 
check-ups 
Doctm' 1 '"""'' male pa<le"" as bel"g cecep<l,e <o 0.173 0.115 0.132 0.087 0.178 0.625 0.015 0.106 0.889 
perception questioning about sexua l dysfunction general ly 
of Perceived ma le patients as being receptive to 0.237 0.095 0.013 0 .806 0.164 <0 .001 0.288 0.093 0.002 
receptivity questioning about sexual dysfunction in the 
context of consu ltation 
Doctors' atti t udes towards proactive asking about sexua l -0.080 0.103 0.433 -0.110 0.157 0.483 -0.043 0.095 0.654 
dysfunction 
Perceived as be ing personally competent in assessing sexual 0.096 0.112 0.391 0.482 0.175 0.006 0.383 0.106 <0.001 
dysfunct ion 
• Standard erro r 
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In summary, the participants perceived that male patients were generally unreceptive to questions 
about sexual dysfunction, although in contexts of follow-up and health check-up visits, male patients 
were perceived to be more receptive. While only 30% of participa nts agreed with t he importance of 
proactive asking about sexual dysfunction, about half of participants perceived themselves as 
competent in assessing sexual dysfunction. The majority of the participants were unlikely or unsure 
of whether to ask about sexual dysfunction, especially in the context of acute minor complaint visit s. 
Many were also unsure of asking about it in follow-up and health check-up visits. 
The models proposed significant ly explained the doctors' intention to ask t heir male patients about 
sexual dysfunction, especially in follow-up visit s. The perceptions of male patients' receptivity to 
asking about sexual dysfunction was, again, an important determinant of the doctors' intention in all 
three contexts of consultations, especially in the contexts of acute minor complaint and foll ow-up 
visits. However, partici pa nts' perceptions of their personal competency in sexual dysfunction 
assessment was the most important determ inant of the doctors' intent ion in health check-up visits. 
As opposed to the topic of cardiovascular risk screen ing, determinants relat ed to the "doctors' 
attitudes" were not significantly related to the doct ors' intention on the topic of sexual dysfunction. 
However, similar to the t opic of ca rdiovascular ri sk screening, participants who perceived men as 
being positive about health check-ups were less likely to ask about sexual dysfunction . Besides cost 
constraint to male patients, w hich was the only significant barrier to doctors' intention in the context 
of follow-up visit s, external barriers played litt le role in determining doctors' intention to ask about 
sexual dysfunction . 
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7.9 Psychosocial health assessment in male patients 
Similar to previous chapters, the pattern of the specific determinants of doctors' inte ntion to initiate 
psychosocial hea lth assessment in male patients wi ll be presented first (section 7.9.1). The 
subsequent sections describe the likeliness of doctors t o assess psychosocial hea lth in ma le patients 
(7.9.2). The last subsect ion (section 7.9.3) summarises the findings of mult iple regression analyses to 
ascertain the usefulness of the models and the re lative importance of the determinants in the 
models. 
7.9.1 Specific determinants in doctors' intention to initiate psychosocial health 
assessment 
Four specific determinants were also conceptua lised from the theoretical framework. They 
were grouped into "doctors' perceptions of male patients' recept ivity (generally and in three 
different contexts)", "attitudes towards proactive psychosocia l health assessment" and 
"doctors' perceived personal competence in psychosocial hea lth assessment" (Figu re 7.20). 
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Strongly "' 
agree 
Neutra l m ;----- --------------------------
N 
Strongly rl 
disagree 
I 
Generally In acute In 
minor follow-
complaint up visits 
visits 
Male pat ients are receptive to 
assessment 
In health Proactive Competent 
check-up assessment in 
visits is necessary assessment 
Figure 7.20 Mean scores and 95% confidence intervals for degree of agreement about the 
perceived male patients' receptivity in diffe rent contexts, attitudes to proactive assessment 
and perceived personal competency in psychosocial health assessment 
In measuring the doctors' perceptions of male patients' receptivity t o psychosocial health 
assessment, the higher mean scores indicat ed a higher degree of perceived male pat ients' 
recept ivity. Looking at the mean scores, it is apparent that participants were rather neutral in 
the ir stance on ma le patients' receptivity to psychosocial hea lth assessment in general. 
However, the perceived degree of receptivity va r ied in different contexts of consultation. 
Male pat ients were perceived as more receptive to the assessment in hea lth check-up and 
fo llow-up visit s than acute minor complaint visits. However, in the frequency dist ribut ion 
chart (Figure 7.21), almost as many participants agreed or st rongly agreed as part icipants 
disagreed or strongly disagreed that ma le patients w ere generally receptive to the 
assessment. In t he context of acute minor complaint visits, a majority of the participants 
(60.9%) did not th ink that ma le patients w ere receptive to the assessment. By contrast, in 
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the context of follow-up and health check-up visits, a majority (65.5% to 79.2%) of t hem 
thought that male patient s were receptive t o it. 
% 80.0 
70.0 
60.0 
50.0 
40.0 
30.0 
20.0 
10.0 
0.0 
strongly disagree neutral agree strongly disagree agree 
■ Genera lly {%), 2.0 38.4 13.6 42.9 3.0 
n=198 
■ in acute minor 
complaint visits 6.1 54.8 14.7 22.8 1.5 
(%), n=198 
■ in follow-up 
visits(%), 0.0 22.3 12.2 58.4 7.1 
n=197 
■ in health 
check-up 0.0 10.2 10.7 67.0 12.2 
visits(%), 
n=197 
Figu re 7.21 Doctors' perceptions of ma le pat ients' recept ivit y 
to psychosocial hea lth assessment genera lly and in t h ree 
different contexts 
In measuring doctors' atti tudes and t heir perceived personal compete ncy towa rds proactive 
psychosocia l health assessment, a higher mean score indicated a higher degree of agreement 
that the assessment was important, and a similarly higher score in perceived personal 
competency indicated a perceived higher degree of compet ence. In genera l, the participants 
agreed that proact ive psychosocia l hea lth assessment was important, and they perceived 
themselves as bei ng competent in psychosocial assessment (Figure 7.20). In the frequency 
distribution chart (Figure 7.22), up to 83.8% of the participants agreed or st rongly agreed 
that proactive psychosocial hea lt h was important. On the other hand, 76.8% agreed or 
strongly agreed that t hey were com petent in psychosocia l health assessment. 
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hea lth assessment is 
im portant(%), n=198 
■ Co mpetent in assessing 
psychosocia l hea lth (%), 
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Figure 7.22 Doctors' attitudes towards proactive psychosocial hea lth 
assessment and perce ived persona l co mpetency in the assessment 
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7.9.2 Likeliness of doctors to initiate psychosocial health assessment 
Comparing three different contexts of consultation, participa nts we re more likely to initiate 
psychosocia l health assessment in health check-up and follow-up visits than in acute minor 
complaint visits (Figure 7.23). 
High ly 
likely 
High ly 
un li kely 
"' 
N 
Acute minor 
compla int visits 
Fo llow-up 
visits 
Hea lth check-up 
visits 
Figure 7.23 Mean scores and 95% confidence intervals for the likeliness of doctors initiating 
psychosocia l hea lt h assessment in ma le patients in t hree different contexts 
In the frequency distribution chart (Figure 7.24), almost equal proportions of partic ipants 
were either likely/highly likely or unlikely/highly unlikely to assess psychosocial health in 
acute minor complaint visits. On the other hand, a majority of participants, 65.7% and 80.7% 
respective ly, were either like ly or very likely to assess psychosocia l hea lth in follow-up and 
health check-up visits. 
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% 60 0 
50.0 
-
40.0 
30.0 
-20.0 
-
10.0 I h 0.0 
-
I 
Highly Unlikely not Likely Highly 
unlikely sure likely 
■ in acute minor 
complaint visits 0.0 41.9 10.6 35.4 7.6 
(%), n=198 
■ in fo llow-up 
visits(%), 3.0 23.2 8.1 48.5 17.2 
n=198 
■ in hea lth 
check-up 0.5 10.7 8.1 45.7 35.0 
visits (%), 
n=197 
Figure 7.24 Likeliness of doctors assessing psychosocia l 
health in three different contexts 
-
7 .9.3 Usefulness of models and the s ignificant determinants of doctors' intention to 
initiate psychosocial health assessment 
Simi lar to t he previous topic, t hree models were constructed in order to ascertain the ir 
usefulness in explain ing the doctors' intention to initiate psychosocia l hea lth assessment in 
t hree different contexts of consultation . Each model has 12 explanatory variables w hich 
included eight genera l determ inants (described in section 7.6) and four specific determinants 
(descri bed in sect ion 7.9.1). 
The intentions, which were the outcome varia bles, were measured in the same way as the 
intention to initiate ca rdiovascular risk screening. They were expressed as the degree of 
likeliness to assess psychosocia l hea lth in male pat ients. M ultip le linear regression ana lysis 
was therefore applied to assess t he releva nce of the models in explaining the doctors' 
intention and the re lat ive importance of each determinant. 
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7.9.3. 1 Relevance of the explanatory models 
Biva ri ate analysis using scatter plots between each determinant and the 
correspond ing outcome variable showed t hat the assumpt ion of linea rity between 
the two va ri ab les was met (the scatter plots were appended - Appendix 7.10). The 
correlation matrix between explanatory variables did not revea l any extreme 
correlation (r 2: 0.9) (Appendix 7.11) . 
Sim ultaneous multiple regression ana lyses on the three models were applied only 
once as no outlier was noted. The DfFIT statistics for all cases were be low the 
thresho ld of 0.523 (see section 6.10.4 for t hreshold sett ing). The details of the 
statist ica l outputs fo r the three models are appended -Append ix 7.12. 
All three models, corresponding to the t hree context s of consultation, significantly 
expla ined the doctors' intent ion to init iate psychosocial health assessment; all th ree 
models significantly explained 21.9% to 26.1% of the observed va riance of the 
doctors' intention (Table 7.25). 
Table 7.25 Summary of regression statistics for three models corresponding to 
three contexts of consultation 
Observed 
Contexts of the models n R2 p power 
Acute minor complaint visits 190 0.219 3.503 <0.001 99.9% 
Follow-up visits 190 0.261 5.222 <0.001 100.0% 
Health check-up visits 190 0.247 3.819 <0.001 100.0% 
No collinearity between explanatory variables was noted from the regression ana lysis. 
The VIF statistics were < 5 (Appendix 7.12). 
The assumption of li nearity in the relationship between explanatory variables and 
outcome variables was reassessed with scatter plots between the residuals and 
pred icted outcome values for each model. The close proximity of the " Lowess li ne" to 
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the mean residual line of "O" in all the scatter plots confirmed that the assumption 
was met. The residua l-outcome value plots are appended - Appendix 7.13. 
The assumptions about the characteristics of residua ls were also met. The 
homoscedasticity and independent distribution of residuals were demonstrated by 
the random pattern seen in the residua l-explanatory va riable and residual-ordered 
case plots respect ive ly. In addition, the norma l dist ribution of residuals was shown by 
the pattern of normal distribution in the histogram and q-q plots. Al l residual -
explanatory variab le plots, res idual -ordered case plots, histogram and q-q plots of 
residua ls are appended -Appendix 7.14. 
7. 9.3.2 Relative importance of the determinants 
Standardised coefficients, ~, for each explanatory variable within the correspondi ng 
model were examined and compared to ascertain the significant and important 
determinants of doctors' likeliness to initiate psychosocial health assessment in th ree 
different contexts of consultation (Table 7.26). The magnitude of~ corresponded to 
the magnitude of importance as a determ inant. 
In t he context of acute minor complaint visits, the most important determ inant was 
doctors' perceptions of male patients' receptivity to psychosocia l health assessment 
in acute minor complaint visits. A higher degree of perceived receptivity was 
associated with a higher likeliness to initiate psychosocial health assessment (Table 
7.26). The second most important determinant, with a similar positive re lat ionship, 
was doctors' attitudes towa rds psychosocial assessment. Placing a higher degree of 
medical importance on psychosocial assessment was associated with a higher 
likeliness to init iate the assessment. However, it was paradoxical to find that a 
perce ived lack of privacy in the cl inic was associated with a higher like liness of 
psychosocial health assessment. 
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In the context of follow-up vis its, however, the doctors' attitudes towards 
psychosocia l health assessment was the most important determinant, rather than 
the doctors' perceptions of receptivity in follow-up visi ts; although they were both 
significant determinants (Table 7.26). 
In t he context of hea lt h check-up visits, t he doctors' attitudes towards psychosocial 
health assessment was the only sign ificant determinant with a relative ly high 13 (Table 
7.26). Although doctors' percept ions of receptivity in the health check-up visits was 
not significant, it almost achieved the signif icant threshold of p < 0.05. 
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Table 7.26 Standardised coefficient (13) for all determ inants of doctors' likel iness to initiate psychosocial health assessment in three different contexts of 
consu ltation 
Acute minor Health check-up 
Determinants compla int visits Follow-up visits visits 
13 p 13 p 13 p. 
E"emal r lme<oos"""' -0.121 0.195 -0. 157 0.085 -0.152 0.100 
barriers to Lack of clinic system supporting health check-up 0.011 0.908 -0.040 0.653 -0.080 0.377 
health Lack of privacy in the clinic 0.171 0.041 0.059 0.470 0.015 0.854 
check-ups Lack of referral network -0.008 0.909 0.062 0.384 -0.020 0.782 
cost constra int to men -0.063 0.394 -0.072 0.332 0.055 0.452 
Doctors' positive percept ions of men's help-seeking behaviour in relation to -0.054 0.451 -0.066 0.350 -0.011 0.873 
health check-ups 
Doctors' atti tudes towards medical importance of health check-ups -0.010 0.913 0.072 0.398 -0.095 0.267 
Doctors' attitudes towards medical importance of men's hea lth check-ups 0.043 0.616 -0.093 0.264 -0.004 0.965 
Doctm' l '"""'' male pa<le"" as bel"g ""'"" <o p,y,h~odal heal<h 0.054 0.515 0.108 0.143 -0.017 0.819 
perception assessment generally 
of Perceived ma le patients as being receptive to psychosocial health 0.312 <0 .001 0.224 0.002 0.139 0.051 
receptivity assessment in the contexts of consultation 
Doctors' attit udes towards proactive psychosocial health assessment 0.1 99 0.008 0.303 <0.001 0.346 <0.001 
Perceived as be ing personally competent in psychosocial hea lth assessment 0.034 0.668 0.004 0.955 0.119 0.123 
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In sum mary, half of the pa rt icipant s perceived that male patients were generally unreceptive t o 
psychosocial hea lt h assessment. However, a la rge proportion of participa nts perceived t hat ma le 
pat ients were receptive to the assessment in fol low-up and health check-up visits, but not in acute 
minor complaint visits. Most of t hem viewed proactive psychosocial health assessment as being 
unnecessary, despite most of them perceiving themselves as being competent in the assessment. 
Sim ilar t o t he topic of card iovascular risk screening and sexual dysfunction enquiry, the models 
const ructed significantly explained 21.9% to 26.1% of doctors' intentions to init iat e psychosocia l 
healt h assessment. Aga in, the significant exp lanatory variab les which determined the doctors' 
inten t ion were doctors' perceptions of receptivity in contexts of consultat ion and doctors' attitudes 
towards proactive psychosocial health assessment. Consistent ly, t he "atti t udinal" det ermi nant was 
more important in follow-up and health check-up visits t han in acute minor com plaint visits, whereas 
the "perceived receptivity" was more important in acute minor compla int visi ts than t he ot her two 
contexts. 
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7 .10 Asking about smoking habit in male patients 
Sect ion 7.10.1 describes the pattern of the specific determinants of doctors' intention to ask about 
smoking, whereas section 7.10.2 describes the li ke liness of doctors to ask their male patients about 
smoking habit . The last sect ion summarises t he findings of ordinal regression analyses t o ascertain 
the usefulness of t he models and the relat ive importance of the determinant s in the models. 
7.10.1 Specific determinants of doctors' intention to ask about smoking habit 
Similar t o t he topic of sexual dysfunction and psychosocial hea lt h, four specific determ inants 
were conceptualised from the theoretical framework. These were grouped into "doctors' 
perceptions of ma le patients' receptivity (genera lly and in three different contexts)", 
"at titudes towards ask ing about smoking habit" and "doctors' perceived personal 
competence in managing smoking cessation" (F igu re 7.25). 
Strongly "' 
agree 
Neutra l "' 
N 
Strongly ,.., 
disagree 
Generally In acute In 
minor fol low-
complaint up visits 
In health 
check-up 
visits 
Proactive 
asking is 
necessary 
Competent in 
the 
management 
visits 
Male patients are recept ive to 
quest ions about smoking ha bit 
Figure 7.25 Mea n scores and 95% conf idence intervals for degree of agreement about the 
perceived male patients' receptivity in different contexts, att itudes towards proact ive asking 
about smoking habit, and perceived personal competency in managing smoking cessation 
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In measuring doctors' perceptions of male patients' receptivity to questions about smoking 
habit, higher mean scores indicated a higher degree of perceived male patient receptivit y. 
Generally, ma le patients were perceived to be recept ive to such questions, although more so 
in the contexts of fo llow-up and hea lth check-up visits (Figure 7.25). In t he frequency 
distribution chart (Figu re 7.26), a great majorit y of partic ipants agreed or stro ngly agreed 
that male patients were receptive to questions about smoking habit, particu larly in fol low-up 
and hea lth check-up vi sits. However, almost a quarter of the part icipants perceived that male 
patients were unrecept ive to such questions both genera lly and in acute fol low-up visits. 
% 80.0 
70.0 
60.0 
50.0 
40.0 
30.0 
20.0 
10.0 
0.0 
strongly disagree neu tra l agree strongly disagree agree 
■ Genera lly{%) , 8.1 28.3 7.1 50.0 6.6 
n=198 
■ in acute minor 
complaint visits 1.0 23.0 8.2 58.7 9.2 
{%), n=196 
■ in follow-up 
visits(%), 0.5 6.1 4.6 71.4 17.3 
n=196 
■ in hea lt h 
check-up 
0.5 4.6 3.1 66.8 25.0 
visits(%), 
n=196 
Figure 7.26 Doctors' perceptions of male patients' 
receptivity to question ing about smoking hab it genera lly 
and in three different contexts 
In measuring doctors' attitudes towards aski ng about smoking habit and their perceived 
personal competency in managing smoking ce ssation, higher mean scores indicated a higher 
degree of agreement t hat asking about smoking habit was necessary and that they were 
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competent in managing smoking cessation. Generally, pa rt icipants viewed asking about 
smoking cessation as important, and t hat they were competent in managing smoking 
cessation (Figure 7.25). The distribution charts showed that a great majority of partic ipants 
agreed or st rongly agreed that asking about smoking habit was important and t hey were 
competent in managing smoking cessation (Figure 7.27). 
% ,... 
60.0 
70 0 
so.a 
40.0 
30.0 
20.0 O_ 10.0 
0.0 
_...., _,...., 
~~-
strongly disagree neutral agree strongly disagree agree 
■ Proactive asking 
■ 
about smoking 0.5 2.5 3.5 62.6 30.8 habit is necessary 
(%), n=198 
Competent in 
managing 0.0 4.5 7.1 66.7 21.7 
smoking cessation 
(%), n=198 
Figure 7.27 Doctors ' attitu des towards proacti ve asking about 
smoking habit and perce ived personal com petent in man aging 
smoking cessat ion 
7.10.Z Likeliness of doctors to ask about smoking habit 
A majority of part icipant s were likely or very likely to ask about smoki ng habit in all three 
context s of consultat ion (Figure 7.28). The inte ntion was stronger in hea lth check-up visits, 
w here almost 60% of t he participants were highly likely t o ask about smoking habit. However, 
almost 13% of participants were un likely or highly unlikely to ask about smoking habit in 
acut e minor complaint visits. 
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% 70 0 
60.0 
-50.0 
40.0 
30.0 
-
20.0 
10.0 I,_ I 0.0 
Highly Unlikely not Likely Highly 
unlikely sure likely 
■ in acute minor 
complaint vis its 1.5 12.1 8.6 60.6 17.2 
(%), n=198 
■ in fo llow-up 
visits(%), 1.0 7.1 6.6 55.6 29.8 
n=198 
■ in health 
check-up 0.0 3.0 1.0 36.9 59.1 
visits(%), 
n=198 
Figure 7.28 Likel iness of doct ors asking about smoking 
habit in three different con texts 
7.10.3 Usefulness of models and the significant determinants of doctors' intention to ask 
about smoking habit 
Simi lar to t he other topics of men's hea lth concerns, three models were constructed to 
ascerta in their usefulness in explaini ng t he doctors' intention t o ask about smoking habit. 
Again, each model has 12 explanatory variables which inc luded eight genera l determinants 
(described in sect ion 7.6) and four specific det erminants (described in section 7.10.1). The 
outcome variables, the intentions, were measured as the degree of likeliness of doctors to 
ask about smoking habit in three different cont ext s. Because of the ordinal categorical nature 
of outcome vari ab les, the usefulness of the models and relative importance of the 
determinant s were analysed using ordinal regression ana lyses. 
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7.10.3.1 Relevance of explanatory models 
The data in the outcome va riables were skewed towards a higher category of like liness 
in all three contexts of consultation. Therefore, complementary log- log was used as 
the link function in the ordinal regression ana lyses. The detai ls of the statist ical 
outputs are appended - Appendix 7.15. 
In the process of ordinal regression analysis, the categories of " highly unlikely" and 
"unlikely" were merged in the model investigat ing the contexts of acute minor 
complaint and follow-up visits, whereas the categories of "high ly unl ike ly", "unl ikely" 
and "not sure" were merged. This was due to the low freq uency in t hese categories. 
All three models, corresponding to three contexts of consultation, significant ly 
explained the doctors' intention to ask about smoking habit; al l three models 
demonstrated significant model fitting stati stics of -2Iog-likelihood x' (Table 7.27). The 
non-significant goodness-of-fit statistics indicated that the models tested fitted well 
with the observed data . 
Tab le 7.27 Summary of ord inal regression statistics for three models for determining 
doctors' intention to ask about smoking habit corresponding to three contexts of 
consultation 
Model fitt ing Goodness of fit 
-2Log- Significant Significant 
Contexts of Nagelkerke Likelihood test, p, for test, p, for 
the models n (pseudo-R2) x' p Pearson Deviance 
Acute minor 192 0.245 46.830 <0.001 0.390 1.000 
complaint 
visi ts * 
Follow-up 192 0.258 49.591 <0.001 0.755 1.000 
visi ts * 
Health check- 192 0.339 60.827 <0.001 0.998 1.000 
up visits* 
* li nk function: Complementary log-log 
The models seemed to explain 24.5%, 25.8% and 33.9% (corresponding to pseudo-Ir 
of 0.245, 0.258, 0.339 in Tab le 7.27) of the observed variance in doctors' intention to 
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ask about smoking habit in acute minor compla int, follow-up and health check-up visits 
respectively (Table 7.27). The model explained best in the context of follow-up visits as 
the pseudo R2 is largest compared with the other t wo models. 
Tests of parallelism in all three models showed a non-significant difference between 
nul l hypothesis and the models confi rming valid use of ordinal regression ana lysis 
(Ta ble 7.28). 
Tab le 7.28 Test of parallelism for the three models for determining doctors' 
intention to ask about smoking habit corresponding to t hree contexts of 
consultation 
Contexts of the models -2 Iog-likelihood x2 p 
Acute minor complaint visits 35.991 0.055 
Follow-up visi ts 18.133 0.797 
Health check-up vis its 19.584 0.075 
7.10.3.2 Relative importance of the determinants 
The coefficient estimates of regression, B, of the variables w ithin the model were 
compared alongside their standard errors in order to ascertain t he relat ive importance 
of the determinants of doctors' intention to ask about smoki ng habit in t heir male 
patients. The standard errors of the determinants w ithin each model were similar 
(Ta ble 7.29). 
In t he context of acute minor comp la int visits, the significant determinants were 
doctors' perceptions of male patients' receptiv ity t o questions about smoking habit in 
the context of consultation and doctors' perceptions of male patients' help-seeking 
behaviour (Table 7.29) . The former determinant has a positive relationship whi le the 
latter has a negative relationship. The doctors' positive perceptions of men's help-
seeking behaviour were associated w ith less likeliness of doctors to ask about smoking 
habit. However, doctors' perceptions of male patients' recept ivity was about three 
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times more important (B of0.651 compared w ith 0.217) as a determinant compared 
w ith perceptions of male patients help-seeking behaviour (Table 7.29). 
In the context of follow-u p vis its, aga in, doctors' perceptions of male patients' 
receptivity to quest ions about smoking habit in the context of consu ltation was the 
most important determinant (Table 7.29). Lack of referral network was also a 
significant determinant, but, paradoxically, it has a positive relat ionship, which 
indicates that a perceived higher degree of it as a barrier was associated with a higher 
degree of likeliness to ask about smoking ha bit in male patients. The third most 
important determinant was the doctors' attitudes towa rds the medical importance of 
men's health check-ups, which has a positive relationship, and the last significant 
determinant was perceived lack of clinic system supporting health check-ups, which 
has a negative relat ionship (Table 7.29) . 
In the context of health check-up visits, the doctors' perceptions of male patients' 
receptivity to quest ions about smoki ng habit in the context of consu ltation was 
posit ive ly associated, and lack of referral network was negatively associated w ith the 
doctors' intention to ask about smoking habit (Table 7.29). The th ird (and last) 
significant determinant was the doctors' attitudes towards proactive questioning 
about smoking habit. A higher degree of emphasis on the importance of proactive 
asking about smoking habit was associated with a higher likeliness of the intention to 
ask about smoking habit (Table 7.29). 
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Table 7.29 Estimates of regress ion coefficient (B) for all determinants of doctors' likeliness to ask about smoking habit in three different contexts of 
consu ltation 
Acute minor complaint 
Determinants visits Follow-up visits Health check-up visi ts 
B SE* p B SE* p B SE* p. 
'"''"" I 1 " m e<oos""" < 0.138 0.132 0.294 0.160 0.137 0.242 0.200 0.180 0.267 barriers to Lack of clinic system supporting healt h check-up -0.050 0.130 0.701 -0.262 0.131 0.045 -0.277 0.173 0.109 
health Lack of privacy in the cl inic 0.001 0.118 0.990 -0.054 0.121 0.659 -0.079 0.157 0.617 
check-ups Lack of referral network 0.116 0.098 0.237 0.353 0.104 0.001 0.456 0.134 0.001 
cost constra int to men -0.021 0.093 0.823 -0.041 0.097 0.670 -0.074 0.124 0.550 
Doctors' positive percept ions of men's hel p-seeking behaviour in -0 .217 0.104 0.038 -0.109 0.105 0.300 -0.130 0.136 0.342 
re lation to health check-ups 
Doctors' attitudes towards medical importance of health check- 0.165 0.123 0.181 0.292 0.130 0.024 0.120 0.157 0.444 
ups 
Doctors' atti tudes towa rds medica l importance of men's hea lth 0.036 0.116 0.759 -0.090 0.120 0.451 0.160 0.144 0.266 
check-ups 
Doctm' l '"""'' male pa<le"" as be l"g cecep<l,e <o ask -0.010 0.113 0.933 0.102 0.110 0.353 -0.128 0.144 0.374 
perception about smoking habit generally 
of Perceived ma le patients as being receptive to ask 0.651 0.128 <0.001 0.389 0.114 0.001 0.720 0.142 <0.001 
receptivity about smoking habit in t he contexts of 
consultation 
Doctors' atti tudes towards proactive asking about smoking habit 0.039 0.112 0.724 0.200 0.115 0.081 0.276 0.139 0.047 
Perceived as be ing personally competent in managing smoki ng 0.070 0.114 0.535 -0.006 0.119 0.958 -0.001 0.152 0.994 
cessation 
• Standa rd error 
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In summary, part icipants perceived that ma le patients were generally recept ive to questioning about 
smoki ng habit , especia lly in follow-u p and hea lth check-up visits. A majority of them also agreed that 
asking about smoking habit was important, and that they perceived themselves as being com petent 
in managing smoking cessation. Again, the proposed models were able to significantly explain 24.5% 
to 33.9% of the observed variance in doctors' intention to ask about smoking habit. The doctors' 
perceptions of receptivity were again demonst rated as t he most important determinant in the 
context of acute minor complaint visits. In cont rast to other topics of men's hea lth, th is perception of 
receptivity remained the most important determinant, even in follow-up and health check-u p visits. 
"Attitudinal" determ inants played a more important role in the context of hea lth check-ups visi ts 
than the other two contexts. Lack of cl inic system supporting hea lth check-up was an important 
determinant in follow-up visits but not in the other two contexts. Pa radoxically, lack of referral 
network was associated w ith a higher degree of like liness of doctors to ask about smoking habit in 
fol low-up and hea lth check-up vis it s. 
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7 .11 Colon cancer screening in male patients 
Section 7.11.1 describes the pattern of the specific determinants of doctors' intention to discuss 
colon ca ncer screening, whereas section 7.11.2 describes the likeliness of doctors to discuss colon 
cancer screening with t heir male patients. The last section (7.11.3) summa rises the findings of ordinal 
regression analyses to ascertain the usefulness of the models and the relative importance of the 
determinants in the models. 
7.11.1 Specific determinants of the doctors' intention to discuss colon cancer screening 
Once again, four specific determinants were conceptualised from the theoretica l framework. 
These were grouped into "doctors' percept ions of male patients' receptivity (general ly and in 
three diffe rent contexts)", "att itudes towards discussing co lon cancer screening" and 
"doctors' perceived personal competence in colon cancer screening" {Figure 7.29). 
Strongly U"l 
agree 
I Neutral m -+-------~=--------------------
N 
Strongly .-.. 
disagree 
Generally In acute In In health 
minor fol low- check-up 
complaint up visits visits 
visits 
Ma le patients are receptive to the 
discuss ion about co lon cancer screen ing 
Proactive Competent in 
screening ca ncer 
is necessary screening 
Figure 7.29 Mean scores and 95% confidence intervals for degree of agreement about the 
perceived ma le pat ients' recept ivity in different contexts, att itudes towards discussing co lon 
cancer screening and perceived persona l compete ncy in colon cancer screening 
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In measuring t he doct ors' perceptions of male patients' recept ivity to discussion about colon 
cancer screening, higher mean scores indicated a higher degree of male pat ient receptivit y. 
Ma le patients' were perceived to be receptive to the discussion generally, and thei r 
perceived degree of receptivi ty was higher in the contexts of follow-up and health check-up 
visi ts. In the frequency dist ribution chart (Figure 7.30), although a majority of the participa nts 
perceived male patients as being receptive to discussion about colon cancer screening, about 
a third of them disagreed that ma le pat ients were receptive t o discussion in acute minor 
complaint visits. 
% 80.0 
70.0 
60.0 
50.0 
40.0 
30.0 
20.0 
10.0 
0.0 
■ Genera ll y(%), 
n=198 
■ in acute minor 
complaint visits 
(%), n=198 
■ in follow-up 
visits (%), 
n=198 
■ in health 
check-up 
visits(%), 
n=198 
strongly 
disagree 
0.5 
2.0 
0.0 
0.0 
disagree neutral agree 
11.1 12.6 66.2 
31.8 14.1 46.5 
10.6 9.1 68.2 
5.6 3.5 68.7 
Figure 7.30 Doctors' percept ions of ma le patients' 
recepti vi t y to discuss ion about colon cancer screening 
genera lly and in t hree different contexts 
strongly 
agree 
9.6 
5.6 
12. 1 
22.2 
In measuring doct ors' attitudes and competency in discussing colon cancer screening with 
t heir male pat ient s, higher mean scores in "attitudes" indicated a higher degree of 
agreement t hat the discussion was necessary, w he reas higher mean scores in " compet ency" 
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indicated a higher degree of agreement that they were competent in discussing it. Generally, 
the participants viewed that the discuss ion about co lon cancer screening was important and 
that they were competent in colon cancer screening (F igure 7.29) . The distri bution chart 
showed 90% of them agreed or st rongly agreed that the discussion about colon cancer 
screening was important and that they were competent in colon cancer screening (Figure 
7.31) . 
% 80.0 
70.0 
60.0 
50.0 
40.0 
30.0 
20.0 
10.0 
0.0 
■ Proactive screening 
is necessary 
(%), n=198 
■ Competent in colon 
cancer screening 
(%), n=197 
strongly 
disagree 
0.0 
0.0 
disagree neutral 
4.0 8.6 
7.6 3.6 
agree 
69.7 
73.1 
strongly 
agree 
17.7 
15.7 
Figure 7.31 Doctors ' attitudes towards colon cancer screening and 
the ir perceived persona l competence in colon cancer screening 
7.11.2 Likeliness of doctors to discuss colon cancer screening 
Despite assigning high importance to, and perceiving themselves as competent in, colon 
cancer screen ing, a majority of partici pants were unlikely or very unl ikely to discuss co lon 
ca ncer screening in the context of acute minor complaint or follow-u p visi ts. On the contrary, 
a majority of them (59.1%) were likely or highly likely t o discuss it in the context of health 
check-up visits (Figure 7.32). Compared w ith other topics of men's health concerns, a 
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substantia l proportion of the participants were unsure w hethe r to discuss colon cancer 
screening in fo llow-up and health check-up visits (27.3% and 20.7% respective ly) . 
¾ 60 0 . 
50.0 
40.0 
-30.0 
-
,..... 
20.0 
10.0 
0.0 17 
-
~- -
_J_ 
- ~ 
Highly Unlikely not sure Likely 
unlikely 
■ in acute minor 
complaint visi ts 14.1 55.1 17.2 11.1 
(%), n=198 
■ in follow-up 
visits(%), 5.1 34.3 27.3 26.3 
n=198 
■ in health 
check-up 1.5 18.7 20.7 36.9 
visits(%), 
n=198 
Figure 7.32 Like liness of doctors to discuss colon cancer 
screening in three different contexts 
Highly 
likely 
2.5 
7.1 
22.2 
-
7.11.3 Usefulness of models and the significant determinants of doctors' intention to 
discuss colon cancer screening 
Three models were constructed to ascertain their usefulness in expla ining the doctors' 
intention to discuss colon cancer screening w ith their ma le patients. Each model has 12 
explanatory variables which includes eight general determinants (described in sect ion 7.6) 
and four specific determinants (described in section 7.11.1). The outcome va riab les, the 
intentions, were measured as the degree of likel iness of doctors in discussing co lon cancer 
screening in three different contexts. Because of t he ordina l categorica l nature of outcome 
262 
  	
		
	  !!!! !"#"#!#!$%&&	
		' %%$%
va riables, t he usefulness of the models and re lative importance of the determinants were 
analysed using ordinal regression analyses. 
7.11.3.1 Relevance of explanatory models 
While the data in the outcome variables were skewed towards the lower category of 
likeliness in the contexts of acute minor complaint and follow-up visits, they skewed 
towards t he higher category in the context of health check-visits. Therefore, the link 
function of negative log-log was used in analysing the models for acute minor 
complaint and follow-up visits, and complementary log-log was used in analys ing t he 
model for hea lth check-u p visits. The details of the stat ist ical outputs are appended -
Appendix 7 .16. 
Although all models fit ted well wi th the observed data (the goodness of fi t statistics 
showed p < 0.05), only the models testing the contexts of health check-up visits 
significantly explained the doctors' intent ion (Table 7.30). The stati stics of -2Iog-
likelihood x' for the model of hea lth check-up visits was statist ically significant as 
opposed t o the statist ics for acute minor complaint and follow-up visits (Table 7.30). 
Table 7.30 Summary of ordinal regression statistics for three models for determining 
doctors' intention to discuss co lon cancer screeni ng corresponding to t hree contexts of 
consultation 
Model fitting Goodness of fit 
-2 Log- Significant Significant 
Contexts of Nagelkerke Likel ihood test , p, for test, p, for 
the models n (pseudo-R2) x' p Pearson Deviance 
Acute minor 192 0.078 14.082 0.296 0.365 1.000 
complaint 
visits* 
Fol low-up 192 0.097 17.965 0.117 0.595 0.999 
visits* 
Health check- 192 0.210 41.838 <0.001 0.297 0.996 
up visitst 
• lin k function: Negative log- log 
t link function: Complementary log-log 
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The proposed model for hea lth check-up visits seemed to explain 21.0% of t he 
observed variance in t he doctors' intent ion to discuss colon cancer screening with 
their male patients. 
Tests of para llelism in all three models showed a non-significa nt difference between 
null hypothesis and the models, conf irming val id used of ordinal regression analysis 
(Table 7.31). 
Table 7.31 Test of pa rallel ism fo r the t hree models fo r determining doctors' 
intention to discuss co lon ca ncer screeni ng correspond ing to the three 
contexts of consultation 
Contexts of the models 
Acute minor compla int visit s 
Follow-up visits 
Hea lth check-up visits 
7. 11 .3.2 Relative importance of the determinants 
-2Iog-l ikel ihood x2 
26.827 
17.330 
23.021 
p 
0.313 
0.834 
0.519 
The coefficient est imates of regress ion, B, of the variables w ith in the model were 
compa red alongside thei r standard errors in order to ascertai n t he important 
determinants of doctors' intent ion to discuss co lon cancer screening with thei r male 
pat ients. The standard errors of t he determi nants w ithin each model were noted as 
simila r (Table 7.32). 
In the context of acute minor comp laint visits, only one signif icant determinant was 
noted; a higher degree of perceived ma le pat ients being receptive to discuss colon 
cancer screening in acute minor complaint visi ts was associated w ith a higher degree 
of intention to discuss it (Table 7.32). 
None of t he determina nts tested significantly expla ined doctors' intention to discuss 
colon ca ncer screening in the context of foll ow-u p visits. 
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In t he context of health check-ups, doctors' perceptions of being personally competent 
in colon cancer screening was positively associated with a higher degree of intention to 
discuss colon cancer screening. On the other hand, lack of referral network acted as a 
barrier t o discussing it , where the est imate had a negative value (Table 7.32). 
It is worth noting that lack of referral network also appeared to be a barrier to 
discussing co lon ca ncer screening in acute minor compla int visi ts, where the p values 
were slight ly above 0.05 (Table 7.32). 
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Table 7.32 Estimates of regress ion coefficient (B) for all determinants of doctors' intention to discuss colon cancer screening in th ree diffe rent contexts of 
consu ltation 
Acute minor complaint 
Determ inants visits Follow-u p visits Health check-up vis its 
B SE* p B SE* p B SE* p. 
'"''"" I 1 "m e<oos""" < -0.045 0.121 0.708 -0.018 0.136 0.894 0.044 0.125 0.728 barriers to Lack of clinic system supporting hea lth check-up 0.158 0.117 0.177 -0.177 0.133 0.184 -0.149 0.118 0.206 
hea lth Lack of privacy in the cl inic 0.027 0.107 0.799 0.144 0.121 0.237 -0.177 0.107 0.097 
check-ups Lack of referral network 
-0.177 0.092 0.055 -0.194 0.104 0.064 -0.214 0.093 0.021 
cost constra int to men -0.052 0.093 0.578 -0.083 0.107 0.436 0.113 0.096 0.239 
Doctors' positive percept ions of men's help-seeking behaviour in -0.110 0.093 0.236 -0.067 0.103 0.513 -0.074 0.095 0.433 
re lation to health check-ups 
Doctors' atti tudes towards medical importance of hea lth check- 0.117 0.111 0.293 0.007 0.127 0.955 -0.177 0.112 0.115 
ups 
Doctors' atti t udes towa rds medical importance of men's hea lth -0.044 0.108 0.682 -0.009 0.121 0.940 0.139 0.109 0.200 
check-ups 
Doctm' l '"""'' male pa<le"" as bel"g cecep<l,e <o -0.078 0.100 0.434 0.010 0.117 0.935 -0.049 0.106 0.646 
perception discussing colon cancer screening generally 
of Perceived ma le patients as being receptive to 0.198 0.091 0.030 0.180 0.114 0.115 -0.029 0.105 0.780 
receptivity discussing colon cancer screening in the contexts 
of consu ltation 
Doctors' atti tudes towards proactive discussing colon ca ncer -0.051 0.097 0.596 -0.099 0.105 0.345 -0.067 0.101 0.508 
screening 
Perceived as be ing personally competent in colon cancer 0.038 0.101 0.707 0.100 0.115 0.385 0.415 0.104 <0.001 
screening 
• Standard error 
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In summary, participants perceived that ma le patients were generally receptive to discussing co lon 
cancer screening, especia lly in the contexts of follow-up and hea lth check-up visit s. Only a thi rd of 
them perceived ma le patients as being unreceptive to such discussion in acute minor complaint visits. 
Most of the participants also viewed proactive colon cancer screening as necessary, and that t hey 
were competent in doing so. However, despite the positive stance on colon ca ncer screen ing, most 
of the part icipants were unlikely to discuss colon ca ncer screening in acute minor complaint and 
fol low-up visits. Whi le slight ly more than half of the participants were likely to discuss co lon cancer 
screening in health check-up visits, a substant ia l number of t hem (40%) were unsu re or unl ike ly to 
discuss it. The proposed model was unable to explai n the doctors' intentions in discussing colon 
cancer screening in acute minor complaint and fo llow-up visits, but it significant ly explai ned 21% of 
the observed variance in the doctors' intentions in the context of healt h check-up visits. However, in 
spite of the inability of the model to explai n doctors' intention to discuss co lon cancer screen ing in 
the context of acute minor complaint visits, a sign ificant determinant was ident ified, which was the 
doctors' perceptions of the degree of receptivity of male patients in discussing it . In t he context of 
health check-up visits, perce ived receptivity was not a determinant but perceived personal 
competency was posit ively associated with the doctors' intentions. 
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7.12 Summary of phase II results 
The objectives in phase II are to quant ify the average impact of the determinants co llectively and 
individua lly on the doctors' decision to engage ma le patient in hea lth check-ups, and also to quantify 
the patterns of each determinant. 
The initial 204 item questionnaire underwent an internal val idation process, which resu lted in a final 
176 item questionna ire that demonstrated good structural val idity and internal consistency. A total 
of 91 participants were recruited in the init ial validation process, and the profi les of the participants 
had a slant towards public sector PCDs with masters degrees. Nevertheless, in the reassessment of 
the structural va lidity and interna l consistency involving 198 participants in the ma in survey, t he 
questionnaire also demonstrated excel lent st ructu ral va lid it y with simi la rly high internal consistency, 
with only minor adjustment to the number of items from 176 to 170 items. Therefore, the mean 
scores and factor scores of the items were val id fo r further analyses. 
In the main survey, the overa ll response rate of doctors was 70.4% with good representation from 
both the public-private sectors, male-female doctors and urban-rural practices. On average, PCDs in 
Malaysia had mixed opinions about t he extent t o which time constra int, lack of privacy, lack of 
supportive clinic system, lack of referral network and cost const ra int acted as barriers to men' s 
health check-ups. However, a great majority of them were of the view tha t whi le men's hea lth check-
ups were important, men were less keen to have the check-ups. 
The partic ipants' perceptions of male patients' receptiv ity to health check-ups varied depending on 
the topic and context of health check-ups (Figure 7.33). Generally, cardiovascular risk screeni ng, 
asking about smoking habit and discussing co lon cancer screen ing were wel l rece ived by male 
patients, but the level of recept iv ity was higher in follow-up and healt h check-up visits . However, 
male patients were genera lly unreceptive to the topics of psychosocial health assessment and sexual 
dysfunction, unless in the context of follow-up and health check-up visits. The participants were 
divided over ma le patients' receptivity to psychosocial health assessment and sexual dysfunction, 
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w ith an almost equal proportion of participants either agreei ng or disagreeing that male patients 
w ere receptive. Generall y, very few participants (approximately 10%) took a neutra l stance on ma le 
pat ient recept ivit y. 
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Strongly 
agree 
I I I I I ! I I I I 
! ! I 
• I 
* ii 
* Neutra l -
I 
! 
Cardiovascular Asking about Discussing colon Psychosocial hea Ith J Strongly 
disagree '"" risk screening smoking habit cancer screen ing assessment sex1 
CF EXP AM F/up HC G AM F/up HC G AM F/up HC G AM F/ up HC G 
CF - Perceive that men are comfortab le in the discussion 
EXP- Perceive that men expect doctor to initiate the d iscussion 
G - Perceive that are receptive genera lly 
AM - Perceive that men are receptive in acute minor complaint visits 
F/ up- Perce ive that men are receptive in fo llow-up visits 
HC - Perce ive that men are receptive in health check-up visits 
• The proportion of participants agreeing and disagreeing were sim ilar 
Figure 7.33 Mean scores and 95% confidence intervals for the degree of agreement that ma le patients are 
receptive to different types of men's hea lth check-ups 
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Strongly 
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., 
Neutral m 
Strongly 
disagree 
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I 
I 
I I 
Card iovascular Asking about Discussing Psychosocial Asking about 
risk screening smoking colon cancer health sexual 
habit screening assessment dysfunction 
Doc !nit Ml C M l C M l C M l Ml C 
Doc I nit - Doctor should initiate the screening 
Ml - Proactive assessment is medically important 
C - Competent in the assessment 
Figure 7.34 Mean scores and 95% confidence intervals forthe degree of agreement about the medical 
importance and the perception of being competent in the assessment 
The pa rticipants generally scored highly on the attitudinal statements about t he importance of 
proactive health check-ups for ca rdiovascular risk screeni ng, asking about smoking habit , colon 
cancer screening and psychosocia l hea lt h assessment, but not fo r sexual dysfunction (Figure 7.34). 
While most participants perce ived themselves as being competent in all five topics of health check-
ups, the perceived compet ency levels were lower in the top ics of psychosocial health assessment and 
sexual dysfunction. 
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Figure 7. 35 Like liness of doctors undertaking different types of health check-
ups 
Consistent w it h the pat tern of perce ived receptivity and medical importance in cardiovascular risk 
screeni ng and asking about smoki ng habit, a majority of the part icipants had a high intent ion to 
init iate screening in these topics for all three contexts of consultation (acute minor compla int , fo llow-
up and hea lth check-up visits) {F igure 7.35). However, there was substantia l variabil ity in t he other 
three topics of men' s hea lth check-ups. Genera lly, participants were more likely to init iate the 
assessments in follow-up and health check-up visits t han in acute minor complaint visits. On t he top ic 
of co lon cancer screening and sexual dysfunction, substantial numbers of participants were unsure of 
whether to in it iate assessment, even in follow up and health check-up visits (Figure 7.35). 
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Table 7.33 Summary statistics for usefulness of the models in explain ing doctors' intention to initiate hea lth check-ups and their significant determinants 
Topic of Contexts of R2/ 
men's hea lth consu ltation Nagel kerke Significant determinants arranging, from the left to right, in descending order of importance 
check-ups R2 ~ ~ ~ ~ 
Cardiovascul Acute minor complaint 0.293 Receptivity* 0.331 Male patients' HSBt -0.227 Ma le patients' 0.193 Referral network -0.152 
ar r isk expectation 
screening Follow-up 0.276 Receptivity* 0.267 Male patients' HSBt -0.237 Attitudes 0.195 Ma le patients' 0.168 
towards HCKII comfort 
Health check-up 0.252 Attitudes§ 0.231 Receptivity* 0.183 
Asking about Acute minor complaint 0.132 Receptivity* 0.237 
sexual Follow-up 0.316 Receptivity* 0.806 Competency,i 0.482 Ma le patients' -0.413 Cost constraint -0.399 
dysfunction HSBt 
Health check-up 0.205 Competency,i 0.383 Receptivity* 0.288 
Psychosocial Acute minor complaint 0.219 Receptivity* 0.312 Attitudes§ 0.199 
health Follow-up 0.261 Attitudes§ 0.303 Receptivity* 0.224 
assessment Health check-up 0.247 Attitudes§ 0.346 
Asking about Acute minor complaint 0.245 Receptivity* 0.651 Male patients' HSBt -0.217 
smoking Follow-up 0.258 Receptivity* 0.389 Referral network 0.353 Attitudes 0.292 Clinic system -0.262 
habit towards HCK II 
Health check-up 0.339 Receptivity* 0.720 Referral network 0.456 Attitudes§ 0.276 
Discussing Acute minor complaint 0.078 * Receptivity* 0.198 
co lon cancer Follow-up 0.097 * 
screening Health check-up 0.210 Competency,i 0.415 Referral network -0.214 
• p > 0.05 
* Perceptions of male pat ients' receptivity to t he assessment in t he corresponding context 
§ Attitudes towards the medica l importance of proactive assessment 
t Perceptions of ma le patient's help-seeking behaviour in relat ion to hea lth check-ups 
II Attitudes towards medical importa nce of health check-ups 
,i perceived personal competency in the management or assessment 
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The proposed models significantly exp lained 13 out of 15 scenarios, other t han int ention to discuss 
colon ca ncer screen ing in acute minor complaint and follow-up visits (Table 7.33). The range of R2 
was from 0.132 to 0.339; most of the R2 va lues were in between 0.25 to 0.30. Doctors' perceptions of 
male patients' recept ivity to the specific topics and context of consultation was a significant 
determinant in 12 out of 15 scenarios, especia lly in the context of acute minor complaint visits (Table 
7.33). In many scenarios, this perception of receptivity was t he most important determina nt 
(arranged furthest to the left in the col umn of "significant determinants" in table 7.33). It was not a 
significant determinant only in psychosocia l health assessment in health check-u p vi sits, discussing 
colon cancer screening in follow-up visits, and discussing colon cancer screening in healt h check-up 
visi t s. "Atti t udinal" determinants were t he second most importa nt determ inants, with significant 
explanatory variables in seven out of 15 scenarios (Table 7.33). The "attitudinal" determinants were 
often the significant determinants in follow-up and health check-up visits. Doctors' perceptions of 
their personal competency in the assessment of men's hea lth check-ups was t he th ird most 
important determinant . Although it was a significant determ inant in only three scenarios, it was the 
most important determinant in two of the t hree: asking about sexual dysfunction in the context of 
health check-up visits and discussing co lon cancer screening in health check-u p visi ts. Doctors' 
perceptions of ma le patients' help-seeking behaviour was the fourth most important determinant . 
However, it has a paradoxica l negative relationsh ip, where the participants were more likely t o 
initiate health check-ups if they perceived poor help-seeking behaviour in male patients. This 
determinant was significant in card iovascular ri sk screening (in acute minor complaint and follow-up 
visi t s), asking about sexual dysfunction (in fo llow-up visi ts) and asking about smoking habit (in acute-
minor com pla int vi sits). However, in these scena rios, perception of male patients' help-seeking 
behaviour was not t he most important determinant (they were arranged to t he right of the column 
of " significant determinants" in table 7.33). External barriers were significant determinants but often 
not the most important determ inants. Th us, percept ion of male patients' recept ivity was the most 
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important determinant, especially in acute minor complaint vi sits, w hereas "attitudi nal" 
determinants w ere important in fol low-up and hea lth check-up visits. 
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8 Discussion and conclusion 
8.1 Introduction 
This chapter discusses the meani ng and implications of the resu lts in phase I and II. The second 
section of this chapter summarises the justification, research question and methodology of this study. 
With these in mind, the fol lowing section outlines the key findings of phase I and phase II. Section 8.4 
aligns the key findings of this study with the current lite rature on the issues re levant to doctors' 
decision making in men' s health check-ups. Section 8.5 highl ights the innovative findings from this 
study and sect ion 8.6 the strengths and limitations of the study. The chapter ends with a conclusion 
of th is thesis. 
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8.2 Revisiting the justification, research question and methodology 
There is a need to improve the hea lth status of men, and effective preventive health care is ident ified 
as one of the means to achieve th is goal.(29-31, 46, 332) Whi le concerted efforts have been made in 
empowering men to engage with preventive health care, (203) PCDs should also be encouraged to 
provide man-friendly preventive health care.(30, 46) As a result, recommendations and guidelines t o 
engage men in prevent ive health ca re have been established for PCDs.(6, 30, 46) However, as we 
have learnt from the implementation research, the adoption and implementation of these 
recommendations faces many challenges.(231, 258, 261, 333, 334) Strategies for t he opt imal 
implementation of these recommendations can be facil itated by understanding the needs and 
practice behaviours of the doctors,(335, 336) patien ts' preferences (234, 337) and practice 
envi ronments (336) in relation to men's health. Although behavioural change theories can provide an 
in-depth understanding of how to st rategise implementation programs, they may not readi ly identify 
which changes we should be targeting or which obstacles we should be addressing in a specific 
context,(335) such as men's health check-ups in primary care. Many concepts or determinants in the 
behavioura l theories are generally comprehensive but they do not specifically emphasise a particular 
set of concepts to address in encouraging PCDs to engage male patients in underta king health check-
ups. In improving men's health check-ups at primary care in Malaysia, there is a need to identify the 
concepts to be prioritised. Implementation of t he recommended healt h check-ups for ma le patients 
is particularly cha llenging due t o the negative perception of men' s health-seeking behaviour in 
society- a society of which doctors are a part. Therefore, merely impart ing knowledge and skills,(335) 
which practice guidelines have been attempting to address, is insufficient. The potent ial difficulty of 
implementing men's health check-up recommendations is relevant in Ma laysia, and lead to the 
conduct of this study. 
This study has set out to explore the current determinants and process of decision making by PCDs in 
undertaking hea lth check-ups for male patients in Malaysia, with the aim of ident ifying target areas 
for interventions in order to improve their pract ice behaviours. This exploratory phase al igns with the 
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development stage of the UKMRC framework for developing and evaluating a complex intervention 
program .(51) 
This study has successfu lly employed a sequential exploratory mixed-method design,(52) which was 
carried out in two phases. Phase I has utilised grounded t heory methods (GTM), a qualitative 
methodology with symbol ic interactionism as the basis of its theoretical assumption.(287, 306) GTM 
is well-suited to identify the determinants and construct the theoretical framework of the decision-
making process. By cont rast, phase II has utilised a quantitative survey w ith multivariate regression 
analysis to quantify the prevalence of the determinants and the impact of each determinant,(307) 
thereby ranking its importance, on the doctors' decision-ma king processes in different contexts and 
top ics of men's hea lth check-ups. The conception of phase II was based on the findings of phase I. 
The results of phase I and II complement each other because of the different theoretical assumptions 
in qualitat ive and quantitati ve studies, with qualitative stud ies emphasizing individual perspect ive 
and quantitative st udies attempting to establish a normative pattern in a sample popu lation.(52, 311, 
319) The results therefore have to be interpreted in re lation to each other. 
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8.3 Ten key findings 
This study has managed to answer its research quest ion. In phase I, a pictu re of how doctors viewed 
men's hea lth was obtained. A theoretica l model explain ing the doctor' s decision-making process in 
engaging men in hea lth check-ups was const ructed. Subsequently, phase II has demonst rated that 
the model was re levant in explain ing the decision-making process in a representative sample of PCDs. 
The re lative importance of the determinants in the decision-making process in five topic areas of 
men's health concerns was also establ ished. Combining t he results of phase I and II, 10 key findings 
are ident ified and summarised below: 
1. Malaysian primary care doctors' views on men's health: an unresolved jigsaw puzzle, but 
men' s health check-ups are important 
The concept of 'men's health' was new and poorly-defined to many Malaysian PCDs. Hence, 
there was considerable debate over men's hea lth with doctors holding opposing views. While 
most agreed on the importance of a holist ic approach to male patients' health, they differed 
on the focus, scope and approach to men 's health issues and health check-ups; should t he 
focus be holist ic or sexual health-oriented, should the scope of men's health be inclusive of 
al l health issues or male-specific, or should the approach be universal or gender-specific. 
Men's hea lt h was seen as a piece of an incomplete jigsaw puzzle. While not entirely foreign, 
as they were already managing male patients' disorde rs, it rema ined chal lenging for PCDs to 
see men's health as a distinct ent ity. The missing link (jigsaw piece) was in view ing male 
patients' medica l ill nesses in conjunction wit h men's social roles and men's hea lth-seeking 
behaviour. 
2. The doctors' decision-making process in their intention to offer men's health check-ups 
primarily requires balancing the weight of perceived patients' receptivity versus medical 
importance (Figure 5.1, page 108) 
There were four major determinants that affected t he doctors' f inal decision to negotiate 
health check-ups w ith their male patients: the perceived receptivity of ma le patients, the 
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medical importance of t he issues at hand, the ir perce ived persona l competency, and the 
influence of external factors. Their initial intentions were a result of bala ncing the weight of 
perceived male patients' receptivity versus medical importance against an arb itrary threshold. 
Greater weight on medical importa nce required less weight on pat ients' receptivity to init iate 
healt h check-up and vice versa. Fina l actualisat ion of negotiati ng a health check-up further 
depended on their percept ions of personal com petency and various external factors, which 
acted as eit her barriers or facilitators. Every doctor evaluated their intention in each 
consultation based on these four determinant s. The weight assigned to these determinants 
differed depending on each doctor' s values, be liefs, and understanding of men's health 
issues, and the context (including the doctor-patien t relationship) and content of 
consultation. This framework exp lained most instances of each doctor's decision-ma king 
process on th is issue. By applyi ng this framework to a random sam ple popu lation of doctors 
in 15 scenarios (five t opics of men's hea lth check-ups in three different contexts of 
consultation - refer t o section 6.2), t he framework also significa nt ly explained the va ri ance of 
doctors' intent ions in offering men's hea lth check-ups in most of the scena rios. The variance 
explained ranged from 13.2% to 33.9% (excluding the context of co lon cancer screening in 
acute minor compla int and follow-up visi ts). Most of the variance explained values ranged 
from 25% to 30%, denoting the model' s strong explanatory power.(307) The value of 2%, 13% 
and 26% have been proposed by Cohen et. al. as estimates of sma ll, medium and large effect 
sizes for population variance expla ined.(307) From the survey, each determi nant exerted its 
impact on the doctors' intention in men's hea lth check-ups differently depending on the 
content s and contexts of the scenarios. This supported the arguments in the qual itative study. 
3. Perceived male patients' receptivity is one of two major determinants in the doctors' 
decision-making process 
To indiv idual doctors, perceived receptivity was the perceived w ill ingness of male patients to 
negot iate health check-ups. The perception depended on the doctor's subjective assessment 
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of four factors: 1) their perception of the sensitivity of the topic; 2) their perception of men's 
help-seeking behaviour; 3) their perception of t hei r image to male patients; and 4) the 
age nda fo r the vis it . Generally (find ings from phase II), the concept of perceived receptivity 
t o negotiate men's health check-ups was t he most important determinant; it was a 
significant determinant in 12 out of 15 scena rios and the most significant determinant in all 
f ive topics in the context of acute minor complaint visits. 
4. Assessment of male patients' receptivity to health check-ups is largely assumptive and 
subjective 
The doct ors' assessment of the four factors affecting their perceptions of male patients' 
receptivity to health check-ups was based on the ir prior perceptions and experiences of 
men's health, thei r picking up cues from male patients, or their indi rect questioning of male 
pat ients. Most of the time, they based the assessment on their prior perception and 
experiences. 
5. Attitude towards the medical importance of men's health check-ups is another important 
determinant 
A more important component of the health check-up, as perceived by the doctor, was more 
like ly to be proactively offered to male patients . While the majority of doctors agreed about 
the importance of general preventive care and men's health check-ups, the degree of 
importance va ried among the different topics of men's health. Although attitude towards the 
medical importance of health check-u ps was an important determi na nt, it was not as 
important as the concept of perceived male patients' receptivity. This was a sign ificant 
determinant in 7 out of 15 scenarios and often the most important in follow-up and health 
check-up visits, except on the topic of sexual health and colon cancer, w here, by contrast, 
perceived recept ivit y and personal competency were the most important determ inants 
respectively. 
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6. Perceived personal competency and external barriers are other factors which may 
determine doctors' decision-making in engaging men in health check-ups 
To individual doctors, personal competency and external barriers, such as cost constraint, 
t ime constra int , lack of cli nic privacy, lack of referra l-network and cl inic system supporting 
prevent ive health care, were other important factors. These may even have been the 
deciding factors in individ ual doctors' decisions. However, genera lly, these factors played a 
smaller ro le with only a few exceptions; perceived personal competency was an important 
mot ivator in ask ing about sexual dysfunction and discussing colon cancer screening in health 
check-up visits. Despite much concern about externa l barriers be ing voiced by participants in 
phase I, t he multivari ate analysis in the quant itative survey noted only a minimal impact of 
t hese factors on doctors' decisions t o init iat e men's hea lth check-ups. The descriptive 
stat istics on doctors' percept ions of external barriers also showed a w ide distribut ion in 
doctors' opinions about the m as barriers. 
7. Contradictory findings on perceived men's poor help-seeking behaviour in relation to 
health check-up 
The perception of men's poor help-seeking behav iour led doctors to think that men were 
unreceptive to health check-ups, and hen ce t hey were less likely t o offer check-ups. By 
cont rast, in the quant itat ive survey, perceived poor he lp-seeking behaviour was assoc iated 
w ith a greater likeli ness to engage men in cardiovascular risk assessment, aski ng about 
smoking and aski ng about sexual dysfunction. 
8. High intention to engage men in cardiovascular risk screening and asking about smoking 
General ly, proact ive ca rdiovascular risk screen ing and asking about smoking were pe rce ived 
as important, and discuss ing them was well -rece ived by ma le patients. Doctors perce ived 
themselves as competent and were li kely t o underta ke t he screeni ng in t heir encount ers 
w ith male patients. 
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9. Asking about sexual dysfunction is a sensitive issue 
General ly, asking about sexual dysfunction was perceived as less important, and male 
pat ients were less recept ive to th is issue. Doctors perceived themselves as less competent 
and less likely to enquire into this issue, especially in acute minor complaint visits . 
10. Psychosocial health assessment and discussing colon cancer screening are important but 
the intention to discuss them is not substantial 
Generally, proact ive psychosocial health assessment and discussing co lon ca ncer screening 
were perceived as important, and male patients were perceived as being receptive to 
discuss ing these issues in follow-up and health check-up visit s. However, the perceived 
receptivity was low in acute minor comp la int visi t s. Although the doctors felt t hey were 
competent in colon ca ncer screening, a significant proportion of them did not intend t o 
discuss it in acute minor complai nt or fo llow-up visi t s. 
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8.4 Aligning the findings and their implications with the current literature 
Literature on t he doctors' decision-making process in men's hea lth service delivery is scarce. 
However, there are a substant ial number of published works on doctors' opi nions about men' s help-
seeking behaviour, il lness-specific doctors' decis ion making and doctors' practice behaviour in 
preventive health care. This sect ion will attempt to map the key f indings of th is study in relation to 
this lite ratu re in order to ident ify the cont ribution of these f indings in understanding the doctors' 
decision-making process in engaging male pat ients in health check-ups. 
8.4.1 Primary care doctors' views about men's health 
Literatu re on doctors' views about men' s health is limited . Only one quantitative survey has 
attempted to investigate doctors' views about the concept of men's hea lth in Asia .(76) On 
the other hand, doctors' percept ions of men's help-seeking behaviour are more frequently 
investigated. 
In phase I, many doctors were unaware of the formal definition of men's health. They 
therefore drew thei r understanding from the defin it ion of health as stated by the World 
Health Organization, and see it from the men's perspective. The WHO defines health as "a 
state of complete physical, mental, and social we ll-being and not merely t he absence of 
infirmity" .(338) Alt hough the WHO concept of healt h is holistic, it ignores gender differences. 
Th is is in contrast t o the definitions of men's health provided by various men's health 
organisations.(4, 45) All men' s health defin it ions acknowledge the gender differences 
between males and females. They stress the socia l roles and socia l circumstances(4, 45) that 
influence t he masculine image of men and how these contribute to men's poor help-seeking 
behaviour. (37, 42, 44) This unique gender role makes the difference between men's health 
and health in general. A survey of doctors' views about men's hea lth was conducted by Yates 
et al. Alt hough Yates et al. suggested that doctors were less clear about men's health 
compared to women's health,(76) the study did not mention what the doctors were unclear 
about . The quantitative natu re of the study may have hampered its ability to explore thi s 
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issue. In this present study, one partic ipant co ined the t erm 'bits and pieces of a jigsaw 
puzzle' as the metaphor for the current understanding of men's health among PCDs. While 
the doctors may have all t he pieces of t he jigsaw as t hey have been treating many il lnesses 
related to men, they are unable to fit them into a single picture. The oversight and 
inappropriate understandi ng of the underpinnings of poor men's hea lth -seeking behaviour 
might represent the missing pieces in the unreso lved puzz le of men's hea lth. Hence, the 
awa reness of seeing men in their gender roles and as social beings is crucial (thus see ing t he 
complete j igsaw puzzle), rather than viewing them just as male patients from a bio-medical 
perspective. 
The doct ors who argued from the stance of t he WHO definition of health were inclined to 
adopt a holistic approach t o men's heal th , while those w ho adhered t o a male-specific 
perspect ive were inclined to adopt a sexual health approach. However, at both ends of the 
debate spectrum, doctors noted the connectedness of bio-psycho-socia l issues. It appea rs 
that the debate was really about what the prime focus of attent ion should be when doct ors 
t alk about men's health. Men's hea lt h authorities propose looking broadly at all healt h issues 
tha t have a specific impact on men or boys, including lifestyle, occupation, home 
environment and socioeconomic status. (4, 31, 46) From t his perspect ive, it might be seen as 
a misunderstanding for the scope of men's hea lth t o centre on sexual and urological health. 
The misunderstanding is foreseeab le because erecti le dysfunction and male urological 
disorde rs are male-specific. The quantitative survey by Yates et al. from Asian countries 
showed that different spec ialt ies have different opinions about the disease conditions and 
specialist areas associat ed wit h men's health .(76) In the survey, more than 80% of t he 
endocrinologists and cardiologists inte rviewed mentioned t hat their own specia lti es were the 
main focus for the treatment of men's health condit ions. It appears t hat differing opi nions 
about t he scope and approach to men's health is also cha ract eristic of doctors from other 
Asian countries bes ides Malaysia. 
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Nevertheless, some doctors who noted men's unique roles and responsibi lities in society 
acknow ledged the importance of havi ng a specific approach to men's health service delivery. 
They advocated health services delivery tai lored to the needs of men rather than the current 
system which ignores gender sensitivity. Although t here is no clear evidence t hat a gender-
sensitive approach to men's health service delivery is more effect ive t han a genera l 
approach,(215) such gender-sensitive approaches to men's health service del ivery are 
regarded as necessa ry by many commentators on men's health.(29, 46, 48, 173) It seems 
logica l to have a gender-sensit ive approach as men's health-seeking behaviours differ from 
those of women. On the other hand, doctors who adopted the perspective of a universal 
approach to service delivery for both men and women might not recognise that such needs 
requi re a different approach when deal ing wit h men. Whi le they understand health, t hey 
may be unaware of the different hea lth ca re needs of men. 
In this study, doctors thought that men's poor hea lth status was associated wit h the ir poor 
help-seeki ng behaviour. Their view resu lted in them perceiving men as being unrecept ive t o 
healt h check-ups (see further discussion below). Men were noted to be ignorant about t hei r 
health. Doctors related poor help-seeking behaviours to the adverse effect of the men trying 
to maintain t heir mascul ine image. Phase 11, which built from th is concept, also demonst rated 
that doctors generally perceived men as not being keen for hea lth check-ups. This accords 
w ith earl ier publ ished studies outlined in the literature review. In 1999, Tudiver et al., using 
focus group discussions with 18 family physicians,(78) found that doctors viewed men as 
having poor help-seeki ng behaviou r. Moreover, t he study found that men seeking help for 
healt h problems was seen by the society as non-masculine and as men giving up control of 
the ir bodies. A late r 2002 study by Seymour-Smith et al. using discourse analysis with a group 
of doctors and nurses showed t hat wh ile poor help-seeking behaviour was seen as 
undesirable, it was condoned by hea lth ca re practitioners.(79) Th is ambiva lent attitude 
t owards men's help-seeking behaviour was again noted by two recent qual itative studies in 
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2009 and 2010: McKinlay et al., from New Zealand, who used three sequentia l sets of focus 
groups,(189) and Hale et al., from the United Kingdom, who used in-depth interviews with 10 
male PCDs.(77) Although the doctors acknow ledged the importance of promoting men's 
health, they were unwil ling to engage with men's health care in general practice more than 
they did currently.{189) Whi le men's poor help-seeking behaviour was seen as undesirable, 
frequent male attendees to primary care clinics were negatively perceived as being less 
masculine.(77) Thus, the societal image of masculinity and men's need to uphold th is 
masculine image, wh ich plays a significant ro le in shaping men's help-seeking behaviour, 
must also be ingrained in doctors' minds. This is not surprising given doctors are themselves 
very much pa rt of societ y. 
However, doctors' perceptions of masculinity and its adverse impact on help-seeking 
behaviour may not reflect how men in t he community perceive and experience it. In more 
recent literature involving interviews with men in the commun ity, it was found that w hile 
men appreciated the importance of health, engaging in healthy lifesty les and the appropriate 
help-seeking behaviour for health-related issues posed numerous challenges. In the United 
Kingdom, men were noted to be actually interested in taking care of their health;(33, 
165)they just need a means to legistimise the ir visits in order to maintain their masculine 
image.(165) An Australian study interview ing men about what men valued during medica l 
consultations noted that men have specific needs w hen communicating with doctors. They 
preferred doctors to be frank and competent, t o demonstrate empathy and to be prompt in 
problem-solving.{49) Although men engaged less in health promotional activit ies, a hea lthy 
lifestyle and opt imal health were seen as priori t ies in life.{339) Men in an urban setting in 
Malaysia were also found to value the importance of health check-ups. However, t he effort 
to come forward proved to be an obstacle, and was worsened by the perception that doctors 
were disinterested.(34) Th is contrast in perceptions between treating doctors and male 
patients therefore appears to occur both in the West and Malaysia. 
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Although men's health issues may be better understood from a gender-relat ions 
approach,(42) and hence the gender of doctors may influence t heir opin ion on men's health 
issues and men's help-seeking behaviour, an analysis of ou r data did not reveal such 
differences between ma le and female doctors. This is consistent w ith th ree other stud ies by 
Seymour-Sm ith , Hale, and McKinlay. Although the three st udies did not di rect ly compare 
gender differences in doctors' opinions about men's health, Seymour-Smit h and McKin lay' s 
f indings, which included both ma le and female doctors, were simi lar to Hale's, wh ich only 
recruited male doctors. Besides, as shown in this st udy, the gender of doctors plays a minor 
role in the decision-making process in offering men's health check-ups.(340) 
However, having said tha t gender has minor role in the decision-making process, wh ich 
gender infl uence could mediate through " perceived doctor' s image to men", there is a 
possibil it y of mismatch between female doctors' and men' s view on men's health. This is 
evident by an incidence where a male pat ient was annoyed when he was asked about ED 
during a consultation with a female doctor. This aspect of mismatch needs further 
clari ficat ion in future studies from layma n's perspective. 
The concept of men's heath in Malaysia is stil l re latively new. In line with the findings from 
the other study referred to earlier,(76) understanding of the concept of men' s health is still 
relative ly poor and fragmented. The opposing views about men's hea lth may result from 
va ria ble exposure to men's health information . Interestingly, doctors' perceptions of 
unsatisfactory men's help-seeking behaviour in Ma lays ia are very similar to the find ings from 
the West, and are independent of the doctors' gender. Doctors acknowledge the importance 
of encouraging men to seek help, but they stil l maintain many societal beliefs and 
perceptions about mascul inity and men's help-seeking behaviour. Thei r be liefs about men's 
apparent disinterest in health may t herefo re be a myth . Acknowledgi ng men's gender role in 
soc iety and understandi ng the reasons behind men's apparent poor health-seeking 
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behaviour seem to be crucial in understanding the concept of men's health. As will be 
pointed out later, th is has a great impact on their decision-making process in engaging men 
in health check-ups. Thus, besides addressing the misconceptions and cultivating a correct 
understandi ng of men's health-seeking behaviour (as recommended by numerous 
authors),{29, 31, 70, 165) the fi ndings of t his st udy support the view of Robertson et al. that 
doctors need to refl ect on their own attitudes and beliefs about men's hea lth as part of the 
effort to improve preventive health care for male patients in primary care settings.(341) 
8.4.Z The doctors' decision-making process in their intention to initiate men's health 
check-ups 
The purpose of delineating the doctors' decision-ma king process in undertaking men's health 
check-ups is to identify the factors or determinants in the process and to demonstrate the 
interaction between them in bringing about the f inal decision - i.e. the doctors' intention to 
engage male patients in health check-ups. This understanding should identi fy the weak li nks 
in the process that hinder the appropriate decision making. Phase I has identified four 
important determinants, their relationship w ith each other, and how t hey are weighed and 
balanced. This framework for t he decis ion-making process has proven its applicability in 
explaining the process in a representative sample of doctors in phase II. Th is study is not 
trying to ident ify a generic theory of doctors' medical decision making, but rather aims to 
identi fy the determinants and processes un ique to men's health check-ups. These findings 
w ill be compared to relevant social psychological theories, the suggested model for 
practicing evidence-based medicine, and the re levant empirical literature. 
8.4.2.1 Aligning with social psychological theories 
Whi le most social psychological theories are re leva nt in explaining and 
understanding the doctors' medica l decision-making process and practice 
behaviours in some ways, {280) their comprehensiveness has hindered their 
parsimonious application to the specific context of men's health check-ups. 
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Furthermore, these theories fail to provide substantive content in their concepts in 
re lation to offering men's health check-ups. Three theories have been proposed to 
help understand medical decis ion making at the individual level, with each 
attempting to explain different aspects of decision making.(256, 342) These are: t he 
integrated model by Fishbei n M, the t ranstheoretical model of change and fuzzy 
trace theory. 
The integrated model, w hich is an extension of theory of planned behaviour and 
rea soned action, provides the best fit in illuminat ing the theoretical framework 
constructed in phase I. Although the theory is about behaviour in genera l, it is also 
applicab le to doctors' practice behaviour.(297) The behaviour in this study is 
specifically about the doctors' intention to in it iate men's health check-ups. The 
integrated model describes three variables that influence the intent ion which is 
believed to immed iately precede the intended behaviour. (276, 297) The three 
varia bles are(276, 297): 
1. t he attitudes which are affected by the behavioura l bel iefs and outcome 
evaluations of the intended behaviour; 
2. t he norms w hich are affected by the be liefs and motivat ion to comply with the 
intended behaviour; 
3. self-efficacy which is affected by the belief in the ability to contro l the intended 
behaviour; 
and fi na lly, actualisation of the behaviour is affected by ski lls and 
environmental factors. 
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Behavioural 
beliefs& 
outcome 
evaluations 
Normative 
beliefs& 
motivation to 
com I 
Control beliefs 
& Perceived 
power 
Attitudes 
Norms 
Self-efficacy 
Environmental 
factors 
Behaviour 
D Concepts highlighted in the framework of decision making by primary care doctors in 
undertaking men's heal th check-ups 
Figure 8.1 Matching theoretical concepts ident ified in this st udy with the reasoned action approach 
Whi le the integrated model provides a comprehensive framework for explaining 
human behaviour,(276) it does not provide sufficient detai l about what is 
emphasised in the behaviour of doctors in considering men's health check-ups 
during primary care consultations. In th is context, the concepts of attitudes, 
external factors and self-efficacy are emphasised (Figure 8.1). The concept of 
outcome evaluation preceding attitude is re f lected in the concept of weighing 
men's recept ivity. It is the evaluation of likely success in engaging men in hea lth 
check-ups. A high degree of recept ivity reflects the probability of a pos itive 
outcome. As noted in the findings, a perceived high degree of receptivity motivated 
the doctors t o discuss men's health check-ups. The concept of behavioural be lief, 
which also precedes attitude, is reflected in doctors' beliefs about the benefit of 
offering men's hea lth check-ups. The beliefs influence the assigning of weight to the 
med ical importance of perfo rm ing the health check-ups. The framework proposed 
in t his study highlights the interaction between the behavioura l be liefs and 
outcome evaluation, and also highlights a specific substantive content of out come 
evaluations, which is the perceived male patients' receptivity. On the other hand, 
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environmental factors are reflected in external factors such as time, privacy, cost, 
practice and network support system, whereas self-efficacy is reflected in the 
perceived personal competency in engaging men in health check-ups. This is 
different from skil ls and ability, which reflect the precise skills and ab il it y required 
to perform health check-ups. Although norms are one of the important 
determinants in t he integrated model,(276, 297) this concept is not reflected in the 
data in th is study. 'Guideline' recommendations could act as expected norms from 
professional bodies on doctors' practice behaviour. However, guidelines on men's 
health check-ups were hardly raised during the interviews or focus group 
discussions. This cou ld be due to t he lack of prompting during the interviews with 
the participants. Instead, perceived men's help-seeking behaviour, the ir sense of 
their ability to engage men in hea lth check-ups, and external factors dominated the 
content of the interviews and discussions with doctors. In other words, attitude is 
cent ral to doctors' practice behaviour in re lation to men's health check-ups. 
Environmental factors and self-efficacy are also important determinants. The 
paucity of data illustrating the norms should be explored specifically in futu re study. 
While comparing t he findings in phase II with theory of planned behaviour, it is 
inte rest ing to note that theory of planned behaviour has been shown to explain a 
wide va riety of health behaviours with higher R'values, ranging from 0.6-0.7,(297) 
then this study. This suggests presence of other unidentified determinants such as 
"norms" and "skil ls and ability" that were not assessed in this study. Furthermore, 
this could also be due to suboptimal appl ication ofTACT principle in defining the 
intent ions in this study. In TACT principle, the measured intentions should have the 
following elements(276) : 1) Target of the action, 2) Action - the action itself, 3) 
Context where the action is going to take place, and 4) nme when the intent ion will 
be taking place . The intentions measured in this study had the former 3 elements 
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but not the last; male patients were the target, health check-ups activiti es were the 
action, contexts of consultation were the context. Hence, further refinement of the 
theoretica l framework mapping the decis ion making process is warranted , 
On t he other hand, fuzzy trace theory does not provide sufficient concepts in this 
context, Fuzzy trace theory states t hat people depend on the meaning they 
construct from information, for w hich Reyna uses the term 'the gist' of t he 
information, in making decisions.(298) The gist is a vague representation of the 
information in a person, incorporat ing his/her emotions, education, culture, val ues, 
worl dview and experience. (298) Fuzzy trace theory describes how health 
information is integrated into t he decision-making process, and ultimately, into 
behaviour. In the decision-making process of undertaking men's health check-ups, 
the gist of health information could be reflected in t he perce ived med ical 
importance of hea lth check-ups in a speci fic area of men's health, It could be 
postulated that if the gist of medical importance is acknowledged by t he doctors, 
proactive health check-ups would be offered (or not offered) in consultations with 
male patients. This re lat ionship was demonstrated in phase I and II, where 
perceived medical importance was one of two important determinants in the 
process of decision making. Doctors conce ive the importance of men's health 
check-ups based on the ir philosophica l posit ion about hea lth check-u ps, experience, 
views and exposure to men's health issues, This perspective of the framework is 
consistent wi th that of fuzzy trace theory. However, this theory is insufficient t o 
explain many other determinants, such as perceived men's receptivity, perceived 
self-efficacy and external barriers, in t his process of decision making in engaging 
men in health check-ups. Nevertheless, it highlights the necessity to present 
practice guideline information in ways that convey the gist appropriately to the 
doctors. 
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The transtheoretica l model emphasises different dimensions in decision making 
than the proposed framework in th is study. The transtheoretica l framework 
concerns stages of behavioural change. (281) People are mot ivated to engage in 
certain decisions to change t hrough a temporal dimension from pre-contemplation, 
through to contemplation, preparation, action and maintenance. Each stage is 
signif ied by a balance between the pros and cons of a part icular behaviour. If a 
person perceives there being more cons than pros for a part icular behaviour, then 
he/ she wi ll be in a pre-contemplation stage. The contemplation stage is when the 
perceived pros and cons are in equi li brium, whereas the stages of prepa ration 
through maintenance are when the perceived pros outweigh the cons.( 281) The 
t ranstheoret ica l model is attract ive because it provides rationale for different 
inte rventions according to stages of change. However, some have criti sised this 
model because some changes can occur suddenly without fo llowing the t emporal 
sequence outli ned.(342)This model also does not accord with t he framework 
constructed in this study. Although the notion of weighing the pros and cons is 
portrayed in the findings in th is study, whereby al l four major determinants 
out lined above are assigned weights mentally and final decis ions to engage male 
patients in health check-up are the result s of ba lancing these weights, the stages of 
cha nge are not portrayed in thi s study. The main reason is perhaps that the 
decision made in t he context of negotiati ng men's hea lth check-ups is a one-off 
situat ion in the consultation room. This is in cont rast to decisions to change in 
chronic behaviours such as smoking, medicine compl iance and healthy eating, 
contexts in which the transtheoretical model works well.(281) Furthermore, 
decision making is often context -specific - e.g. the decision to ask about sexual 
dysfunction is more readi ly made in health check-u ps than acute minor com plaint 
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visits. The context-specific nature of decision making is emphasised in the reasoned 
action approach,(276) but not in t he transtheoret ica l model. (281) 
8.4.2.2 Aligning with proposed decision-making model for implementing evidence-
based medicine 
Haynes et al. proposed an updated model fo r appropriate evidence-based clinical 
decision making, (337) from the concept of evidence-based medicine proposed by 
Sackett D et al. (343) However, the proposed model is not reflected in the empirica l 
data of the clinical decision-making process in men's hea lth check-ups. Haynes et 
al. ' s model for evidence-based clinical decision making identifies three important 
domains doctors should consider when making correct cl inica l decisions. Doctors 
must consider patients' clinical states and circumstances in order to establish the 
diagnoses and clinical problems. Then, treatment options should be considered 
based on research evidence and patients' preferences. (234, 337) Al t hough, to a 
certa in extent, pat ients' preferences (perceived ma le patients' receptivity) and 
research evidence (med ical importance of topic for health check-ups) are 
considered by the doctors in initiati ng men's health check-ups, there are 
considerable assumptions made in assessing patients' preferences and doctors' 
personal beliefs in the medical importance of men's health check-ups have a 
considerable influence (see further discussion be low). Therefore, in order to 
trans late scientific evidence into clinical practice effectively, t he element of 
assumption and doctors' personal beliefs shou ld not be overlooked. Haynes et al.'s 
model does not emphasise the health care providers' values, beliefs and persona l 
experiences when making cl inical decisions, which are highlighted in the field of 
implementation research .(335, 336) Although Haynes et al.'s model for clin ical 
decision making dictates what ought to be in evidence-based cl inica l deci sion 
making, empirica l f indi ngs in th is and prior studies(235, 344, 345) have revealed the 
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heavy influence of doctors' personal perceptions and beliefs, and the lesser 
infl uence of evidence-based recommendations. Therefore, in order to rea lise the 
effective implementation of evidence-based decision making, the influence of 
providers' be liefs needs to be acknowledged first and foremost. Empirical evidence 
of how decision making works in real-world practice, as in the find ings of th is study, 
will offer insights into t hese beliefs. These may be the obstacles to implement ing 
men's health check-ups in primary care settings, and are potential targets for 
improvement strategies.(335) 
8.4.2.3 Aligning with empirical studies on doctors' decision making 
The PCDs' clinical decision-making process is much less investigated than the issues 
of barriers and motivators to doctors' practice behaviour.(277) Nevertheless, areas 
studied in re lation t o doctors' cli nical decision making include co lon cancer 
screening,(346, 347) lifestyle risk factor management,(348) prescribing 
practice,(349-351) referral for psychothe rapy,(352) referral for dietetic 
counseli ng,(353) elderly care(354), management of low back pain(355, 356) and 
screening for decisiona l conflict in cl in ica l practice . (357) Doctors' decision making 
in men's hea lth check-ups has not been studied, t hereby making comparison 
difficult. Studies looking into proactive elements of care such as colon ca ncer 
screening, referral to dietet ic counseling or psychotherapy are more closely related 
to this study than the others. Nonetheless, there are some common themes with 
some differences among these studies. All the studies listed above used a 
qualitative approach except the study by Grant et al.(351), Honda et al.(347) and 
Legare et al.,(357) which used quantitat ive methods, and Pomeroy et al.,(353) 
which used a mixed method design. 
Most of the findings, except the study by Legare et al., noted four conventional 
classifications of determinants in doctors' practice behaviou r(230, 232, 277): 1) 
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doctor-related factors include t he knowledge, skil ls, competency, interests and 
experiences of the doct ors; 2) patient-related factors incl ude preferences, health 
status and clinical condit ions; 3) external fact ors include cost, hea lth system 
support, t imes, workloads in the cl inic and support resources available; and 4) 
availabil ity of good evidence to support the clinical decisions and clarity of 
guidelines. Besides these common t hemes, there are substantive and dist inctive 
differences in t hose areas stud ied below: 
1. Colon cancer screening: Patients' request s for screening and anxiety about 
cancer are important motivators for doctors to initi ate the screening test s. (346) 
2. Managing lifestyle risk factors : Doctors' self-perception of their professional 
roles and orientation to preventive care influence their act ions in the 
assessment and management of patients' lifestyle risk factors. (348) 
3. Referring patients to psychotherapy and dietetic advice : Patients' init iative, 
w ish and readiness for a referral or inte rvention motivate the doct ors' decision 
to refer.(352, 353) 
4. Elderly care: Opinions from patients' relatives play an important role in doctors' 
decisions about management plans, and often conflicts of opinion occur 
between doctors and patients' relatives.(354) 
5. Drug prescription : Drug listing in the country and loca lly agreed drug list ing 
infl uence the choice of medication prescribed .(349, 350) The quant itative survey 
on doctors' decision making in diabetic medication prescribing noted that the 
strong determinants inclined t owa rds qua litative factors such as pat ients' 
adherence, motivation and overa ll health rather t han patients' metabolic 
control.(351) This underscores the importance of patient factors over clinical 
parameters. 
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6. Managing low back pain : Struggles with patients' requests and the ability to 
negotiate w ith patients over their w ish influenced doctors' decisions to order 
spinal X-ray investigation.(355, 356) 
The study by Lega re et al. noted a different set of determinants to doctors' 
intent ion to screen for decisional conflict in clinical pract ice.(357) Legare et al. have 
found that the att itudes, perceived subject ive norm and perceived behavioural 
control to using decisional confl ict scale determined the doctors' intention to use it. 
On t he issue of men' s health, perceived male patients' receptivity to discussing 
health check-u ps is the most important determinant in the doctors' decision to 
in it iate the check-u ps. This concept is similar to the concept of "pat ients' w ish and 
request" in co lon ca ncer screening or referrals for dietetic advice and 
psychotherapy, as high lighted above. The distinction of men's hea lth check-ups 
from the other studies lies in the gender-sensitive issue of men's health-seeking 
behaviour. Patients' wish and request in referrals and colon cancer screening are 
re lated to patients' explicit initiative for the procedures or referrals, (346, 352, 353) 
whereas in men' s hea lth, male patients rare ly present for hea lth check-ups. Doctors 
re ly on their perception of male patients' receptivity in health check-ups in making 
the decision to init iate the check-u ps. Th is perception is substantially infl uenced by 
common beliefs about men's health-seeking behaviour, such as t hat men are 
uninterested in healt h check-ups. Therefore, these findings demonstrate that on 
the issue of men's hea lth check-ups, there are substantive factors unique t o it over 
and above the 'conventional' factors affecting doctors' practice behaviour. These 
factors should be identified and dealt with using measures to encourage doctors to 
init iate men's hea lth check-ups. 
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Besides listing the determinants in decision making, some studies have 
acknowledged the interaction between these determinants and recogni sed the 
complex nature of the decision-making process, (346, 350, 356) as in the find ings of 
this study. The interact ions described include negotiating w ith patients over 
treatment options,(354-356) we ighing t he benefit and risk of the outcome of a 
decision,(354) and considering the doctor-patient relationship whi le making a 
decision.(346) However, explicit description of these interactions between the 
particular determinants is not provided in most studies. A small study conducted by 
Mears et al . in 2000 inquiring into doctors' decision making in general also 
highl ighted simi lar determinants to those outlined above. However, t hey 
acknowledged the complex interact ion between these determinants w ithout 
providing further elaborat ion.(345) In another study, Pomeroy et al. described the 
stages of doctors' decision making in refe rrals for dietet ic counseling, wh ich are 
synthesising management information, forecasting outcomes, planning a refe rral 
and action (patient referral), without elucidating the interactions between the 
determinants. A concept model was then constructed involv ing four determinants 
to explain the cli nical reasoning process: doctors' knowledge, doctors' experience, 
patients' nutritional profiles and clinical states. The interaction was described as 
"the factors operating in concert " without much deta il.(353) In this current study, 
the interaction between medical importance and perceived male patients' 
receptivi ty is demonstrated. Thus, besides the study by Honda et al. and Lega re et 
al., previous studies have attempted to investigate the doctors' decision-making 
process without providing sufficient theoretical details. The methodology used in 
this study may offer an explanation for these differences. The grounded theory 
methods used in this study permitted a systemat ic analysis of the interact ion 
between the determ inant s. This is in contrast to other studies, wh ich have been 
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more descriptive t han analytical (further discussion on methodology can be found 
in section 8.6). 
The two key processes involved in doctors' dec ision making in engaging men in 
health check-ups are "weighing" and "balancing". The concept of "weighing", which 
is a cogn it ive process, ill ustrates t hat every ma le pat ient is assigned a different 
degree of receptivity and medica l importance based on t he doctors' assessment. 
For example, perceived men's recept ivity to discuss erectile dysfunct ion (ED) is 
weighed against the medical importance of assess ing ED in a diabet ic patient. 
Ba lanci ng these two weights determines the doctors' intention to ask about ED in 
this man. This process of "mental weighing" was introduced in 1999,(358) when 
M ul laney described how an identity is assigned to an individual. The different acts 
perfo rmed by an individual are weighed diffe rently by the observer in the process 
of assigni ng the individual's ident ity. The same concept is also used to illustrate 
how people weigh the cues and indicators befo re they decide to switch roles in 
the ir day-to-day act ivities.(3 59) While the concept of "weighing" is not new, we 
need to know what is weighed in different contexts. Here in the context of decid ing 
whether to engage men in health check-ups, t he concept of weigh ing can be 
extended to weighing perceived male patients' receptivi ty and medical importance. 
On t he other hand, the concept of balancing is a more universal process in decision 
making and is also not new in the literature. More important ly, however, this study 
has identified t he determi nants being balanced, which are the weight of perceived 
male patients' recept ivi ty and medical importance. 
Quant itative evaluation of theoretical models in predicting or exp la ining PCDs' 
decisions is even rarer than the st udy of t he decision-making process. As argued in 
the methodology (section 3.4), quantifying the impact of t he determinants on the 
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doctors' decision is crucia l t o identifying the significant ta rgets for intervention. 
However, the quant ificat ion of impact is val id if the t heoretical model used has 
signif icant explanatory property in t he doctors' decision making. Honda et al. 
evaluated a model for PCDs' decision making in recommending colonoscopy,(347) 
whereas Legare et al. evaluated the models for doctors' intent ion to use decisiona l 
confl ict sca le. (357) 
The model used by Honda et al . was built on t hree major socia l psychological 
theories: the t ranst heoretica l model of change, social cognitive theory and the 
theory of planned behaviour (an extension of the theory of reasoned action) .(347) 
The model was not empi rica lly developed. Instead, it was a hypothesised model 
with two groups of determ inants: 1) background factors, which include physician 
demographics, patient ethnic-m ix in the cl inic and external barriers; and 2) 
med iat ing factors, which include negative behaviour be liefs, perceived behavioural 
control, self-efficacy and normative beliefs. The fundamental difference between 
this study and Honda et al.'s study is that one focuses on a gender issue (men's 
health check-u ps) and the other on a health topic (colon cancer screening using 
co lonoscopy). Honda et al.'s model expla ined 14% of the variance observed in 
doctors' int ent ion to recommend colonoscopy. The va riance expla ined is lower than 
the find ings in the section on colon cancer screening in health check-up visi t s in this 
study, which is 21%. Sect ion 8.4.4.4 will furthe r discuss t he similarities and 
differences between the determinants in Honda's et al .'s model and this study. It is 
suffic ient at th is stage to note that the better va riance expla ined in this study is 
likely due to the way the theoretical model has been developed. The model in t his 
study was buil t from empirical data, in contrast to Honda et al.'s model which is 
theoretica lly derived. Also, the patients' gender may influence the doctors' practice 
behaviour, a facto r not taken into considerat ion in Honda et al .'s model. The th ird 
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difference is the ta rget behaviour measured in Honda et al.'s study. The 
behavioural intention (doctors' contemplation) measured by Honda et al. is not 
specific to any context of consultation . Specifying the context is important as colon 
cancer screening is more encouraged in hea lth check-up visi ts than in other 
contexts of consultation.(360-363) Besides, people' s behaviour is context-
dependant.(276) Certainly, this study showed t hat doctors' intention to in itiate 
discussion about colon cancer is much higher in health check-u p visits than in the 
other t wo contexts. The variance explained in Honda et al .'s study might have been 
different and more comparable with this study if the context of consu ltation had 
been considered in the model. By considering the context of consultation (i.e. 
health check-up visits), the model in this study performed better than Honda et al.'s 
model. The attempt to identify a suitable theory to explain doctors' practice 
behaviour is done in order to encourage theory-based interventions which arguably 
may yield better outcomes.(256, 278) This study has demonstrated that a 
theoretica l framework necessary for inte rvention strategies can also be derived 
empirically, which may be more re levant than using hypothesised theory. 
On the other hand, Legare et al. evaluated the doctors' intention to use decisiona l 
conflict sca le based on the theory of planned behaviour (an evolved version of the 
theory of reasoned action), the diffusion of innovations model and the physicians' 
reaction to uncertainty model. (357) It is interest ing to note that, although the 
model constructed by Legare et al. was theoretically derived, it explained up to 78% 
of the observed variance in the doctors' intention, much higher than the varia nce 
explained in current study. It is possible t hat the large portion of va riance explained 
was due to the strict application of the TACT principle (ta rget, action, context and 
time)(276) to elaborate the theory based items. Her findings underscore the 
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importance of choosing appropriate theories in constructing models to evaluate the 
determinants of doctors' behaviour. 
In summary, theories relevant to medical decision making and human behaviour can 
il luminate the understanding of doctors' decision making in engaging male patients in hea lth 
check-ups. However, they ra re ly provide substantive content in their concepts. The 
integrated model provides the best fit to portray the findings of th is study, and four of its 
concepts-behavioura l beliefs, outcome evaluation, self-efficacy and environmental 
factors - stood out as important determinants in this particular context. On the other hand, 
the ideal, evidence-based decis ion-making process, proposed by Haynes et al., does not 
reflect what is found empirica lly in this study. In comparison with other empirical studies into 
the doctors' decision-making process, distinct differences can often be identified due to 
contextual differences. On the t opic of men's health check-ups, which has not been explored 
in the literature, the dist inct difference is t he perceived ma le patients' receptivity to health 
check-ups along w ith other conventional determ inants found in other contexts. The existing 
concepts of weighing and ba lancing in the socia l psychology literature ca n be extended to 
understand the processes involved in the doctors' decision making in engaging male patients 
in health check-ups. Understanding this process of decision making in men's health check-ups 
helps doctors to be aware of, and to reflect on, the weaknesses w ithin the process. The 
quantitative findings in phase II further confirm the applicability of the theoretical framework 
in explaining the doctors' decision making in men's health check-ups in the representative 
group of PCDs. The findings in phase II also demonstrate that an empirically-derived model 
may work as well as, or better t han, theoretically-derived models in expla ini ng doctors' 
practice behaviour. 
8.4.3 Determinants of the decision to engage male patients in health check-ups 
In this section, each of the four important determinants wil l be discussed in greater depth. 
While doing so, we must keep the re lationship between them in mind as doctors' decisions 
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rely on these interactions more than just on t he weight of the individ ual determinant. Each 
of them wil l be discussed in relation to the literature surrounding medical decision making 
and preventive care del ivery, as there is no prior literature spec ific to men's health check-ups 
in this area. 
8.4.3.1 Perceived male patients' receptivity to discuss health check-ups: the main 
determinant 
Perceived male patients' receptivity is the most important determinant in doctors' 
decision making in engaging male patients' in health check-ups. It is also the main 
area of concern in promoting men's health check-ups due to t he way patients' 
receptivi ty is assessed. Phase I identifies the concept of perceived receptivity as one 
of the keys to the doctors' decision making, whereas phase II shows that t he 
concept is a sign ificant determina nt in 13 out of the 15 models tested, and is often 
the most important determinant. Compared with the literatu re, perceived male 
patients' receptivity is similar in principle to considering patients' preference, 
values and beliefs, which are advocated in the broader contexts of medical decision 
making (337, 364) and sha red decis ion making.(365, 366)The concept of patients' 
preference is not new. However, patients' preferences, va lues and be liefs are broad 
categories of concepts. In men's health issues, the concept of perceived receptivity 
is a specific perspective of preference, va lues or beliefs that doct ors are assessing. It 
is through this perspective that pat ients' preference to discuss men' s health is 
assessed. Furthermore, although patients' preference(248, 346, 348) or patients' 
re fusal(237, 241, 242, 246) has already been noted to be an important determinant 
in doctors' practice behaviour in general preventive health care, the process of 
assessing patients' preference or refusa l is often not highl ighted. Patients' 
preference to discuss men's hea lth is closely connected to their socio -cultura l 
beliefs and values. Explicit discussion of patients' preference is important, even 
though doctors are practicing within the same socio-cultural group as their patients, 
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in order to achieve common ground(337, 364) and avoid misunderstandings with 
their patients. In the model of shared decision making, explicit assessment of 
patients' preference is central t o the process.(367) Hence, in improving men's 
health check-ups, assessing patients' preference or perceived patients' receptivity 
should receive greater emphasis, especia lly in sensitive areas of men's health. 
Acknowledging male patients' recept ivity in health check-ups is important as the 
final decis ion to engage them in a check-up requires mutua l agreement between 
them and their doctor. However, in this study, the concern is that the assessment 
of patients' expectat ions and preference (to discuss health check-ups) seems to be 
implicit, with a heavy rel iance on elements of subjectivity and assumption. Doctors 
draw their perceptions and assumptions from their cultural and soc ial beliefs about 
men's health and men's help-seeking behaviour. Th is fi nding in the current st udy is 
consistent with the literature. As discussed above, the existing literature has 
pointed out t hat such societal perceptions of men's hea lth have had a strong 
infl uence on doctors' attitudes and beliefs towards male patients. (77, 189) 
Perceptions of patients' preference based on assumpt ion are also documented in 
other areas outside men's hea lth. Pomeroy et al. noted that doctors based their 
decisions on dietetic counseling referra l on their perceptions of patients' capacity 
to modify their dietary habit, and the authors commented that this could be an 
unfounded assumption.(353) These elements of assumption could well equate to 
recent literature about t he role of "gut feeling" in doctors' decision making.(368, 
369) Although the authors state that th is may not be totally harmful, gut feeling 
may predispose doctors to misjudgment in clin ical decision making. This study and 
the re lated literature point out that although assumptions and subjective judgment 
are undesirab le for appropriate cl inical decision making, they happen in rea l-world 
practice, and certa inly in th is context of men's hea lth check-ups in Malaysia. The 
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other point of concern is the accuracy of such assumptions about men's help-
seeking behaviour. As highlighted earlier, men are not necessarily uninterested in 
health or health check-ups. They should not therefore be stereotyped as being 
unreceptive to discussing health check-ups in primary care cl inics. The contrasting 
opinions of doctors and male patients pose a significant risk to the effort to engage 
male patients in health check-u ps. Th us, there is a need to improve this 
miscommunication between doctors and male patients so that male patients' 
receptivity is not based on percept ion but instead on non-judgmental and more 
objective assessment. 
Besides being able to identify this concept as an important determ inant, this study 
has also managed to quantify the normative pattern of its importance on doctors' 
decision making in different contexts of consultat ion. In phase I, perceived high 
receptivity is noted to motivate doctors to discuss health check-ups with their male 
patients. The perceived high receptivity is associated with good doctor-patient 
re lationships, the context of hea lth check-up visi t s, positive perceptions of male 
patients' help-seeking behaviour, and less gender-sensitive topics such as 
cardiovascular risk assessment. These findings were reflected in the data of phase II. 
In phase 11, the concept of perceived receptivi t y is assessed in three components 
corresponding to phase I: 1) receptivity in relation t o the context of consultation 
within a specific topic of men's hea lth (context-topic-specific); 2) men's general 
receptivity specific to the topic of men's health (top ic-specific); and 3) help-seeking 
behaviour in relation to health check-u ps (receptivity in general) (see conceptua l 
framework on page 163). Generally, perceived context-top ic-specific receptivi ty is 
crucial to the doctors' decision making in engaging men in health check-ups, not the 
latter t wo. Its significance in the respective topics wil l be elaborated in section 8.4.4. 
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Perceived context-top ic and topic-specific receptivity are noted to be high in 
ca rdiovascular risk assessment, colon cancer screening and smoking. The high level 
of perce ived receptivit y is most like ly due to t he lesser ta boo associated with these 
topics compared to the more sensitive top ics of sexua l and psychosocia l health 
assessment. Generally, across all five to pics, perceived recept ivity was also noted to 
be high in follow-up and hea lth check-up visi ts, but low in acute minor complai nt 
visits. In fo llow-up vi sits, the doctor-patient re lationship is usually more established 
than in acute minor compla int visits, thereby exp laining t he perceived higher 
receptivi ty in follow-u p visits compared to acute minor complaint vi sits. By contrast, 
the high receptivity in hea lth check-ups visi ts is clearly due to t he patients' request 
in health check-ups; it is the agenda fo r the visits. However, in health check-up visits, 
the doctors' percept ion of male patient s' recept ivity was noted to be less important 
than other determinants. Th is is logical because, with such a high degree of 
receptivit y in health check-up visit s, it shou ld no longer be a decisive determi nant. 
Instead, attitude t owards the importance of hea lth check-ups and perceived 
personal competency become the stronger determinants, as shown in t he find ings 
where attitudes t owa rds the medica l importance of cardiovascu lar risk assessment, 
attitudes towards t he medical importance of psychosocia l hea lth assessment, 
perceived personal competency in asking about sexual dysfunctions, and perceived 
competency in discussing colon ca ncer screeni ng were t he more important 
determinants in t heir respective topics. In studies of decis ion making beyond the 
issue of men 's hea lt h, the influence of the interaction between patient recept ivity 
and doctor-patient relationship on doctors' practice behaviour has also been 
demonstrated. Pat ients' req uest (equating to ultimate receptivity) and good doctor-
patient relations are noted to motivate docto rs' adherence to guideline 
recommendat ions such as colon cancer screening,(346) referra l to 
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psychotherapy(352 ) and dietet ic counseling. (353) Wh ile patients' request can result 
in doctors fulfill ing the ir patients' wishes,(352, 353) doctors were also noted to 
negotiate wit h patients' wishes if their request was cont radicted by guideli ne 
recommendat ions. This can be further faci lit ated by good doctor-patient 
re lationships. As Dahan et al. noted, pat ients' req uest for non-indicted lower 
vertebra l X-ray examination for low back pa in can be avoided if the doctor-pat ient 
re lationship is well-established. (356) Mears et al. also noted that doctors 
sometimes have to give in to their patients' request for med ication if the 
re lationship has yet to be established .(345)Therefore, patient s' receptivity has 
already been shown to be an important determinant in doctors' medical decision 
making for guidel ine adherence. However, most studies did not attempt to quantify 
and rank the relat ive importance of these determinants compared to the other 
determinants. Hence, unl ike this study, they are unable to demonstrate the 
importance of patient receptivi ty in doctors' decision ma ki ng. 
As noted above, the doctors' perception of men's help-seeking behaviour also 
contribut es t o their perception of receptivity in health check-ups; male pat ients 
exhibiting poor help-seeking behaviour are unl ikely to be receptive t o help check-
up. In phase 11, a majority of t he doctors perceived male patient s as not bei ng keen 
for hea lt h check-ups. Th is is in keeping w ith the literature t hat doctors perce ive 
men as having poor help-seeking behaviour.(78, 79, 189) In the findings from a 
qualitat ive study, perce ived men's poor hel p-seeking behaviour is li nked to reduced 
doctors' int ent ion to provide further proactive services to them. (189) By contrast, 
in phase II , perceived help-seeking behaviou r is noted to be inversely associated 
with doctors' intention to offer ca rdiovascular risk assessment (in t he context of 
acute minor compla int and fo llow-up visits), asking about smoking habit {in the 
context of acute minor compla int visits), and aski ng about sexual dysfunction (in 
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the context of follow-up visi ts ). This association appears to suggest that doctors 
who perceive male patients as poor help-seekers are more like ly to engage them in 
the respective health check-ups. However, this is likely due to the suppression 
effect of perceived help-seeking behaviour in the regression analysis rather than a 
true association. The characteristics that suggest this effect include(307): 
1. No significa nt bivariate co rrelat ion between perceived help-seeking behaviour 
and doctors' intention to engage ma le patient s in card iovascular risk 
assessment (Table 8.1), and no association between perceived help-seeking 
behaviour and the intention to ask about sexual dysfunct ion or smoking habit 
(Ta ble 8.2) 
2. Inverted (negative) sign of regression coefficient for perceived male patients' 
help-seeking in regress ion analysis (Table 7.33; page 269) . 
3. Significant positive correlation between perceived help-seeking behaviour and 
other explanatory variables in the regression model (Table 8.1; Tab le 8.3; Tab le 
8.4; the t ab les list only t he results with significant correlat ion). 
Table 8.1 Bivariate correlation between doctors' perceptions of men's help-
seeki ng behaviour and the corresponding va riab les in ca rdiovascular risk 
assessment 
Bivariat e 
correlation, 
Va riab les r p 
Explanatory variable: 
Men perce ived as comfortable in the discussion 
Outcome variables : 
Likeli ness of doctor 
undertaking 
cardiovascular 
assessment 
In acute minor comp laint visits 
In follow-up visits 
In health check-u p visits 
0.318 <0.001 
-0.093 
-0.107 
0.076 
0.196 
0.133 
0.287 
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Table 8.2 Ana lysis of variance (ANOVA) between doctors' perceptions of men's help-
seeking behaviou r (conti nuous variable) and like liness of doctors to engage men in 
corresponding health check-up topics and contexts of consultation (categorical 
variab les) 
Topics of health check-up Context of consu ltation ANOVA, F 
aski ng about sexual In acute minor complaint visi ts 1.267 
dysfunction (5 Likert- In fol low-up visits 1.000 
scale categori es) 
In health check-up visi ts 0.790 
aski ng about smoking In acute minor compla int visi ts 0.505 
ha bit (5 Likert-scale In follow-up visits 1.182 
categories) 
In health check-up visits 0.881 
p 
0.287 
0.409 
0.533 
0.679 
0.318 
0.416 
Table 8.3 Bivariate corre lation between doctors' perceptions of men's help-seeking 
behaviour and corresponding va ria bles in t he topic of asking about sexual dysfunction 
Explanatory Va riables 
Doctors' attitudes t owa rds proactive asking about sexual 
dysfunction 
Perceived ma le patients as be ing receptive to questioning 
about sexual dysfunction generally 
Perceived ma le patients as be ing receptive t o questioning 
about sexual dysfunction in the follow-up vi sits 
Perceived male patients as be ing receptive to questioning 
about sexual dysfunction in the hea lth check-up visits 
Bivariate 
corre lation, r 
0.239 
0.491 
0.216 
0.184 
p 
0.001 
<0.001 
0.002 
0.009 
Table 8.4 Bivariate correlation between doctors' perception of men's help-seeking 
behaviour and corresponding va riables in the topic of asking about smoking habit 
Explanatory Va riables 
Perceived ma le patients as be ing receptive to asking about 
smoking habit generally 
Perceived male patients as be ing receptive to asking about 
smoking habit in acute minor complaint visits 
Bivariate 
corre lation, r 
0.251 
0.165 
Therefore, the negative association in the models may be sp urious and doctors' 
perceptions of men's help-seeking behaviour may be a suppressing mediator or 
p 
0.000 
0.021 
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confounder.(307) However, t he va riab le is st ill included in the models as its 
inclusion may lead to better est imates of the association of other variables and 
doctors' intent ion.(307) 
In summary, perceived male patients' recept ivity is the most important 
determinant in doctors' decisions to engage them in health check-ups, albe it with 
some variation depending on the context and top ic of hea lth check-ups. Although 
the concept of male patients' receptivity is simila r to patients' preference, the 
general concept of patients' preference does not prov ide in-depth nuance withi n 
the context of men's health. This study has also identified the assumptive and 
subjective nature of this perception. While other empirical stud ies may also have 
high lighted this, they have not done so in the context of men's health check-ups. 
More importantly, phase II has shown that perceived male pat ients' receptivity is 
the most important determinant in the doctors' decision making. Although the 
importance of th is perception as found in a quantitative su rvey may not be 
applicable t o an individua l doctor due to individua l vari abil it y, it represents an 
overal l pattern among PCDs. Therefore, perceived receptivity should be the focus of 
cost -effect ive intervent ion strategies. Specific information on its variation in the 
topics and contexts of consultation also provides guidance to ta ilor appropriate 
intervention st rategies. 
8.4.3.2 Attitudes towards medical importance: a significant determinant 
Whi le docto rs ' attitudes towards the medical importance of an issue is related to 
their experience and knowledge,(232) Fperit also depends on their personal be liefs 
and values. (276) In th is study, att itudes towards t he medical importance of men's 
health check-ups is influenced by PCDs' exposure and experience wit h men's healt h 
issues and the ir phi losophica l stance on prevent ive health ca re . In many reviews, 
the doctors' att itude (towa rds the medical importance of a medical issue) has often 
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been implicated as the unde rlying reason for not promoting t he recommended 
preventive care to patients(230, 232) or adhering to practice guidelines.(277) Lack 
of awa reness of prevent ive guidelines (presumably due to inadequate exposure) is 
argued to be an important factor associated with poor preventive care 
deliveries.(232, 277) However, older and more experienced physic ians are also 
noted to be less incl ined to adhere to guidelines than younger doctors.(277) This 
may be re lated their personal stance against the guidelines or confidence and 
abil ity to operate outside of the guidelines in specific circumstances (370) Thus, the 
findings from phase I accord with the reviews that the two important factors-
knowledge (related to exposure and experience) and personal val ues and belief 
(re lated to philosophical stance) -are important in infl uenci ng doctors' attitudes 
towards the medical importance of men's health. Two qua litat ive studies on 
prevent ive care del iveries have also highl ighted t he importance of doctors' persona l 
beliefs and values in the success of hea lth care deliveries.(235, 344) Rebelsky et al. 
noted that doctors who believe in "opportunistic prevention focus" adopted a more 
efficient and effective system to deliver preventive care compared t o doctors who 
believe in " request only focus" and "health maintenance visit focus", (344) 
Opport unist ic prevention focus involves promoting prevent ive ca re at every 
poss ible opportunity, whereas request only focus involves promoti ng preventive 
ca re based on the request of patients, and health maintenance visit focus involves 
promot ing preventive care primarily during health check-up vis its. The important 
influence of doctors' val ues and beliefs is also highlighted by Donald et al. and 
Marteau et al. in their arguments about the important factors to consider in 
implementing resea rch findings in cl in ical practice.(335, 336) Donald et al. use the 
term "local knowledge" of the practitioners t o denote the local values, beliefs and 
practices into which the new knowledge is supposed to be integrated.(336) Hence, 
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doctors' attitudes towa rds medica l importance, as a determinant in doctors' 
practice behaviour, also extends to the area of men's health check-ups. The impact 
of doctors' personal values, bel iefs and phi losophical stance on practice behaviours 
should be recognised in addition t o the ir knowledge of, and exposure to, men's 
health. 
However, once we begin to compare t he magnitude of its importance with other 
determinants of practice behaviour, attitude t owards medical importance may not 
be as important as is often cited. In the f indings of phase II, although the majority of 
PCDs embrace the importance of general preventive health care and men's hea lth 
check-ups, t heir stance may not substantial ly affect the ir decision to engage male 
patients in health check-ups. As outlined in the findi ngs of phase 11, although 
doctors' attitudes t owa rds the med ica l importance of health check-ups is the most 
important determinant in the three contexts of men' s health check-ups (i.e. 
ca rdiovascular risk assessment in health check-up visits, psychosocia l health 
assessment in health check-up visits, and psychosocia l health assessment in fo llow-
up visits), in other contexts and topics of men's health check-ups, attitude t owards 
med ical importance is a less important determinant. In the other four contexts 
(cardiovascular assessment in acute minor complaint visits, psychosocial hea lth 
assessment in acute minor complaint visits, and asking about smoking behaviour in 
follow-up, hea lth check-up visits), perceived receptivity was more important. In the 
rema ining 8 out of 15 contexts, attitude towards medical importance was not even 
a significant determinant. It is logical and possible that attitude towards medica l 
importance acts as a background factor that positive ly affects perceived receptivity 
and persona l competencies, thus affecting doctors' practice behaviour indirect ly. 
Another possib le explanation is that the medica l importance of health check-ups is 
already acknowledged by the doctors and is therefore not the decis ive determinant 
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in doctors' intention to engage male patients in health check-ups. Th is supports the 
literature on general preventive care, where doctors regard prevent ive care highly 
but find it difficult to t ranslate th is positive regard into action . (240, 243) However, 
no study has attempted to quant ify and compare doctors' attitudes towa rds 
medica l importance re lative to other det erm inants in doctors' practice behaviou r 
and decision making. Therefore, although attitude towards medical importance is 
often cited as an important determinant in doctors' practice behaviour in re lat ion 
to preventive health care,(232) it is difficult to be certain of it being a decisive factor 
re lative to other determinants. In men's health, it is certainly not the most 
important determinant in doctors' decisions to engage ma le patients in health 
check-ups. 
To an individua l doctor, his/her attitude - comprising be liefs and philosophical 
sta nce - towa rds men's health check-ups can be an important factor in his/her 
decision to engage ma le pat ients in hea lth check-ups, as shown in phase I. Other 
empirical studies in preventive care deliveries also stress the importance of doct ors' 
personal values, bel iefs and philosophical stance in influencing the doctors' practice 
behaviours (i.e. whether to engage in preventive care deliveries). Genera lly, 
however, as shown in phase 11, attitude towards medica l importance may not have 
a substa nt ial impact on doctors' decision making in engaging male patients in 
health check-ups, albeit variations in the pat tern are certa in ly observed in different 
topics of men's health (see further discussion in section 8.4.4). Hence, improving 
doctors' knowledge w ith t he hope of changing t heir attitudes towa rds men's hea lth 
check-ups may not be sufficient, due to t he existence of other important 
determinants in doctors' decision making to engage male patients in health check-
ups. 
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8.4.3.3 Perceived personal competency as a determinant 
Phase I of this study noted that perceived personal competency is one of t he fou r 
determinants in t he doctors' decision making to engage ma le patients in health 
check-ups. This is espec ia lly so in more sensitive areas of men's health check-ups 
such as sexual health assessment. As in the case of attitude towards medica l 
importance, perceived personal competency or self-efficacy has often been 
implicated as the major determinant in doctors' pract ice behaviours.(232, 241, 242, 
277). In a review by Cabana et al., and a meta-review by Francke et al. , perceived 
self-efficacy was reported as an important factor in determining guideline 
adherence in preventive healt h care and counse ling.(232, 277) Low se lf-efficacy due 
to lack of confidence or lack of prepa ration in following the guideli nes may lead to 
low recommendation of the services.(232). In phase I, the perception of being 
competent in engaging men in health check-ups is noted to be associated w ith the 
proactive engagement of male patients in health check-u ps. Doctors frequently 
emphasise the importance of their competency when faced with sensitive t opics of 
men's health check-up such as sexual health . This is particula rly an issue when 
doctors need t o learn new skil ls such as sexua l health assessment, in which they 
receive only minimal train ing in undergraduate curricul a. Skills also include the ir 
ab ility to negotiate w ith male patients over undertaking health check-ups. As noted 
in t he literat ure, male patients may have preferred communication styles such as 
being direct, the thoughtful use of humour and prompt resolution of health issues 
besides generic skil ls such as empathy.(49) These are t he skills that doctors may 
need to learn when deali ng with ma le patients. Hen ce, naturally, perceived 
personal competency is an important determinant. Therefore, with better exposure 
and knowledge about men's health, doctors can improve thei r confidence and self-
efficacy in relation to handl ing certain issues surrou nding men's hea lth check-ups. 
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However, the findings in phase II do not show perceived personal competency to be 
as important a determinant as expected when the study involved a representati ve 
sample of doctors. Its degree of importance as a determinant is noted to vary with 
different contexts and top ics of consultation. First of al l, it is an important 
determinant in doctors' decisions to ask about sexual dysfunction and to discuss 
co lon cancer screening in health check-up visits. In bot h topics, doctors need to 
learn a re latively new set of skil ls compared to cardiovascu la r risk screening, ask ing 
about smoking and psychosocia l health assessment. This also explains the relative 
insignificance of perceived personal competency as a determinant in doctors' 
decision making in the latter three topics of men's hea lt h check-ups. Furthermore, 
less controversy surrounds the benefits of cardiovascula r risk reduction and 
smoking cessation. Again, no other study has attempted to quant ify and compare 
the relative importance of th is determinant against other determinants in doctors' 
decision making in men's health check-ups. 
Thus, perceived personal competency is an important determinant in individual 
doctors' decision making in men's health check-ups as highl ighted both in phase I 
and the literature on prevent ive ca re deliveries. Whi le provid ing skil ls tra in ing and 
improving the level of competency in men's healt h check-ups is vita l, when 
compared to other determina nts it generally has a less decisive role in the doctors' 
intention to engage men in health check-ups than perceived male patients' 
receptivity and medical importance. It may be an important determinant in the 
topics of sexua l health and co lon cancer screen ing, where a specific set of new skil ls 
are needed. Hence, improving ski lls in men's hea lth check-ups alone is unlikely to 
be sufficient. 
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8.4.3.4 External factors as determinants 
External factors are almost always implicated as important determinants in doctors' 
practice behaviours in relation to preventive healt h care. However, understanding 
how external factors are perceived as barriers or motivators is likely to be more 
helpful than just reiterating the list of external factors. 
In phase I, external factors were often cited as barriers to engaging male patients in 
health check-ups. These factors can largely be classified into cost constraint, time 
constraint, lack of network supports, lack of resources and lack of patient privacy. 
These find ings are consistent with many studies looking at barriers to preventive 
health care service del iveries. In a meta-review of factors infl uencing the broader 
issue of guideline implementation, Cabana et al. noted that t ime constraints, 
lim ited personnel resources and work pressure are frequently cited facto rs that 
restr ict preventive guideline implementation.(232) As established in the literature 
review, many studies have also shown that general prevent ive ca re in primary care 
setti ngs, including in Malaysia, is often faced with t ime const raint s, cost constraints, 
competing interests and heavy workloads during consultation. (237, 241, 242, 245, 
246, 248, 253) Furthermore, proactive care such as preventive care often has to 
compete wit h other priorities in the cl in ic, such as cu rative care, personnel 
resou rces and space. (230) Support networks in the clinic and cli nic organisat ion 
are also implicated as factors affecting preventive ca re deliveries.(251) However, 
external factors may not always be the obstacles to preventive care delivery. In the 
find ings of phase I, there are instances where external factors such as cost 
constraints were surmounted by referring male patients to public facilit ies fo r 
necessary health check-ups, thereby taking advantage of lower costs in the public 
facilities. Rebelsky et al. also demonstrated that opportunist ic, preventive-focused 
doctors can minimise the impact of external barriers by creating an organised 
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environment for optimal preventive ca re delivery.(344) Therefore, w hile external or 
environmental factors can be obstacles, they need not be, depending on the 
attitudes, experience and skills of the doctors. 
In phase 11, five domains of external factors were investigated for their impact on 
doctors' decis ion making in engaging men in health check-ups. The descript ive data 
show that PCDs have diverse views about these five external factors as barriers, 
with some agreeing and some disagreeing about them being barriers. This may be a 
reflect ion of t he diverse variety of cli nic settings in the random sampling. Time 
constraint as a barr ier to men's health check-ups needs fu rther attention. Although 
it has always been implicated in the literature as the barrie r in preventive health 
care,(237, 241, 242) about 40% of the participants disagreed with it being a barrier. 
The questionnaire in this project asked specifical ly whether it limits t heir ability to 
raise health check-ups matters t o men. Hence, the participants needed to decide 
whether time was truly a barrier in this specific matter. Such high proportion of 
participants disagreed with it be ing a ba rrie r could be due to way they ranked 
health screening in their priority list because time constra in t is real ly an issue of 
priority during consultation. Although majority (about 55%) stated that time 
constraint was a barrier to health screening, the regress ion models stated 
otherwise. Time constraint was not a significant determinant in all the 15 models. 
These find ings challenge the common belief of time constraints. Cost constra int 
was a barrier to doctors' intention to ask about sexual dysfunction and lack of clinic 
support system was a ba rrie r in aski ng about smoking habit. These barriers are less 
important determinants (occupying fourth place) than perceived ma le patients' 
receptivi ty in t heir respective contexts. Lack of referral network had a mixed effect 
in t he 15 models examining doctors' intention in men's hea lth check-ups. It was a 
barrier in cardiovascular risk screening (i n acute minor complaint vis its) and colon 
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cancer screening (in health check-up visits ), but a motivator for asking about 
smoking habit (i n follow-up and health check-up vis its) . This could be due to a lack 
of va lidit y in the quest ionnaire on this particular topic (see section 8.6 for furthe r 
discussion). Thus, the findings in the topic on smoking habit have to be treated 
cautiously. Similarly, lack of referral network is a less important determinant in the 
correspondi ng contexts. As a group, in 9 of the 15 models, external barriers are 
insignificant determinants. Therefore, while external barriers could be significant 
determinants, other determinants, especially perce ived receptivity, attitude 
towards medical importance and perceived personal competency, are more 
important and exert a greater influence over doctors' decision making in men's 
health check-ups. 
In summary, external barriers are often a concern in doctors' practice behaviour as 
optimal implementation of preventive care depends on organisational st ructures 
and functions.(261, 336) Preventive care often takes a lower priority because of 
'more urgent' competing demands in clinical consultations.{230) To reiterate, this 
may also hold true in ind ividual doctor's decision making in engaging men in hea lth 
check-ups. However, generally on the issue of men's health check-ups, other 
determinants may be more important than external barriers. Targeting an 
inte rvention to reduce the impact of external barriers, such as creating an 
environment conducive to discussion of men's health check-ups, may be 
insufficient, and external barriers should not be the main target. 
The determinants in doctors' practice behaviour in preventive care deliveries have been 
studied over many years. Besides sex-specific topics such as sexual health, most have not 
taken a male gender perspective, and certainly not on the issue of men's health check-ups. 
Among all four major determinants identified, doctors' perceptions of male patients' 
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receptivity to health check-ups is the most important determinant in doctors' decision 
making in engaging male patients in health check-ups. Perceived ma le patients' receptivity is 
unique and distinctive as it is a gender-sensitive issue, and thus underscores the impact of 
male gender issues on doctors' practice behaviour in health check-ups. This is unavoidable 
due to the common perceptions t hat doctors share with society about men' s help-seeking 
behaviour. The impact of perceived male patients' receptivity is so prominent that it may 
undermine the other determinants of doctors' pract ice behaviour in re lation to health check-
ups. The assumptive and subjective assessment of perceived male patients' recept ivity also 
becomes a concern in re lation to miscommunication between doctors and patients. 
Therefore, t his determinant has to be considered in intervention strategies to improve men's 
health check-ups. More importantly, the determ inants highlighted in this st udy have dynamic 
impacts on doctors' decision making depending on the context and content of the 
consultations. The interact ions between them (as discussed in section 8.4.2) should not be 
ignored. 
8.4.4 Significant determinants in important areas of men's health check-ups 
Phase I and II have provided an understanding of the process involved and the interaction 
between the determinants in the doctors' decision to engage male patients in health check-
ups. It also identifies the possible weak links and significant determinants in the doctors' 
decision making, which can be targets for intervention. However, in phase II, subtle 
differences in the significant determinants between the topics of men's health are observed. 
This is not surprising because, as informed by the theoretical framework in phase I, the topics 
of men's health have a substa nt ial influence on perceived male patients' receptivity and 
doctors' attitudes towards the ir medical importance. The five topics chosen in phase II 
represent important areas of men's hea lth with their own unique properties, as outl ined in 
tab le 6.1. In the following sections, each of these five topics wil l be discussed in detai l, in 
re lation to the appropriateness of the model in explaining doctors' intentions, the significant 
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determinants specific to the topics and the topics' importance in the agenda of improving 
men's health check-ups. Having a va lid model t hat expla ins the doctors' decision-making 
process and acknowledges the significant determinants in the process will facilitate 
intervent ion strategies to improve health check-u p deliveries in the respect ive topics. 
Cardiovascu la r risk screening and asking about smoking habit are discussed together due to 
their simi lari ty in the findings and the fact that they share t he common complication of 
card iovascular disease. 
8.4.4.1 Cardiovascular (CVS} risk screening and asking about smoking habit 
CVS risk screening and asking about smoking habit have been standard preventive 
care measures recommended by major guidelines (5, 6, 371) due to the associated 
high cardiovascu lar disease burden.(18) Furt hermore, opt ima l CVS risk management 
reduces CVS mortality.(5, 371) In this study, the majority of PCDs had a high 
intention to engage men in CVS risk screening and to ask about smoking habit, 
especially during follow-up and health check-up visits. These high intentions are not a 
surprising find ing due to the emphasis that has been given to card iovascular risk 
screening over many years. The great majority of the doctors have already noted the 
significance of it. As shown in phase 11, on ly 1% and 3% of the doctors disagreed that 
proactive CVS risk screening and asking about smoking habit are important 
respective ly. 
The high intention rates are well explained by the model constructed in phase I. The 
observed variances explained by the model w ith al l the determinants included 
ranged from 25% to 34%. Although a large proportion of t he variances are 
unaccounted for, t he model is considered to have strong explanatory property in 
psychological research(307). The large proportion of unaccounted varia nces cou ld be 
the result of a high variabil ity in individual doctor's emphasis on a determinant in the 
model, as shown in the scatter plots in appendix 7.4. One doctor may emphasise 
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med ical importance, another external ba rr iers in his/her decision to engage male 
patients in CVS risk screening. This implies that an average picture can only 
approximate the reality in each individual doctor' s practice. An ind ividual doctor's 
decision-making process does not necessari ly conform to t he normative pattern of 
the decision-making process. This explanation is re levant for all the models 
constructed in the rest of the top ics of men's health check-ups. 
Using this model, perceived male patients' receptivity, perceived male patients' help-
seeking behaviour and attitudes t owards medica l importance of proactive screening 
are significant determinants in explaining the doctors' intention on these issues. The 
perceived male patients' recept ivity and attitude towards the medical importance of 
proactive screening are rated highly. The perceived male patients' receptivity is 
measured in two components: general perception and perception related to context s 
of consultation. The general perception of receptivity also has two constructs from 
factor analysis (see explanation in section 8.6): "male patients expect being asked 
about CVS risk" and "ma le pat ients are comfortab le in discussing CVS risk". All th ree 
are also rated highly. The context-specific perceived receptivity was rated highest 
during hea lth check-ups visi ts compared t o fo llow-up and acute minor complaint 
visits. On the other hand, the construct of medical importance comprises "attitude 
towards proactive CVS screening" and "attitude t owards doctor initiating CVS 
screening" . Generally, the participants agreed that proactive CVS screening is 
important but disagreed that doctors should in itiate CVS risk screening. Although 
these two constructs are simila r, the participants may have interpreted the items 
within each construct different ly. Th is may have lead to the contradictory findings. 
Despite the difference, "attitude towards doctor initiat ing CVS screening" is not a 
significant determinant in the model. The high ratings of these determ inants explain 
the doctors' high intention to engage men in CVS risk screening and to ask about 
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smoking habits. The perceived high recept ivity to CVS risk screening (a nd asking 
about smoking habit) and positive attitude towa rds the medical importance of 
proact ive screening are not su rprising as they are the main focus in preventive care, 
and doctors have been exposed to CVS risk prevention for some time. Lay persons 
(including men) are also being exposed to numerous health campaigns on heart 
disease prevention, healthy lifestyles and smoking cessation organised by the 
Ma laysian Government or non-governmental organisations.(135) As a resu lt, these 
issues are no longe r taboo in society or in the clinics. 
However, CVS risk screening in Malaysian primary care settings may still be 
suboptimal(254) despite the high doctors' intentions noted in the findings. There 
could be two reasons for this. The intention to engage men may not reflect the actual 
performance of engaging men. The measured intent ion is correlated with the actual 
behaviour if the intentions are specific to behaviour of interest,(297) and the 
behaviour has to be defined in four dimensions: action, the target of the action, the 
context in which action is undertaken, and the timing of the action.(276)The 
statements in phase II have attempted to achieve this aim by specifying the part icular 
action, target and context, for example, "like liness to ta ke blood pressure 
measurement (action) in a middle-aged man (target) in acute minor complaint visits 
(context)". However, the dimension of time (e.g. when five minutes remain in the 
consultation) was not factored in, as, by doing so, it may further complicate the 
already complex design in phase II. The other reason CVS screening in Malaysian 
pri mary ca re sett ings may still be subopt ima l could be the presence of other va riables 
which hinder actualisation of the behaviour, such as external factors and the actual 
skills of the doctors.(276) Therefore, despite high intentions, the behaviour may not 
be executed. Any attempt to improve doctors' knowledge or at t itude in the hope of 
increasing the ir intentions in CVS risk screening and asking about smoki ng is likely to 
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be futile. External factors and the skills required to implement the program may be 
the critica I factors. 
Thus far, doctors' practice behaviours and their determinants in relation to CVS risk 
screening in male patients have not been investigated. Most of the literature has 
disregarded gender differences on this issue. Investigat ing t he doctors' practice 
behaviour in relation to patient gender may be important as some studies have 
indicated that ma le patients receive different rates of cardiovascular risk screening 
tha n female patients.(372, 373) Nevertheless, in general, the identified determinants 
that influence the doctors' practice behaviour in CVS risk management include 
personal perception of the feasibility of lifestyle management, (241, 374) lack of 
knowledge,(374) time constraints, lack of remuneration, (241, 374, 375) lack of 
organisational support,(374) patient non-compliance and their relationship w ith the 
patients.(375) These determ inants were similar to t he determinants in doctors' 
practice behaviour in preventive care in general, as discussed above. These 
determ inants do not acknow ledge gender issues as in perceived male patients' 
receptivity, w hich is the most important determinant in card iovascular risk screening 
and asking about smoking habit. Hence, the strong influence of gender issues cannot 
be ignored . 
Phase II has shown that the conceptual framework derived in phase I is applicable in 
explaining the doctors' decis ion-maki ng process in engaging ma le patients in 
cardiovascular risk screening and asking about smoking habit. Whi le the doctors' 
intent ion to engage patients is high, this may not trans late into high rates of 
cardiovascular risk screening. Other factors beyond doctors' intention such as 
external factors and implementat ion ski lls should be the targets of intervention to 
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improve men's CVS risk screening and asking about smoki ng habits, rather t han 
target ing improvement in doctors' int ent ions. 
8.4.4.2 Sexual health 
Sexual dysfunction, and erect ile dysfunction (ED) in particular, is considered a 
sensitive subject and is seldom t al ked about in primary care outpatient encounters in 
Malaysia(376) despite its significant impact on hea lth. ED is increasingly recognised 
as a surrogate marker fo r CVS diseases.(377-379) It also entails psychological 
morbidities fo r men and their spouses.(108) However, it rema ins under-diagnosed 
both in Malaysia and in other count rie s.(141, 380-383) PCDs seldom actively seek out 
sexual history in the ir consult at ions w ith men, (384-388) unless t here is a need to 
address a specific issue (389) such as at t he init iat ive of t he male patient (387) duri ng 
fami ly pla nni ng sessions, in encounters w ith sexua lly t ransmitted disease,(386, 390) 
chronic il lnesses and smoking.(386, 391, 392) It is less commonly undertaken as a 
rout ine assessment (389, 392, 393) despit e awareness of its importance.(386, 389) In 
th is study, a majority of t he doctors were also unl ikely to ask about sexua l 
dysfunction unless in a specific visit for health check-ups. Even then, a qua rter of 
doctors were unsure whether t o ask about sexual dysfunct ion in health check-up 
visits. 
The explanat ion fo r doctors' int en tion to ask about sexual dysfunction is present in 
the fi ndings of th is st udy. Al though the model constructed explains 13% to 32% of 
the variance in thei r intention to ask about sexua l dysfunction, it is considered a good 
expla natory model. The explanat ion for the unaccou nt ed variance is similar to the 
case of CVS ri sk assessment. The reason for t hei r low int ent ion is mai nly due to t he 
perceived low ma le patients' context -specific receptivity to asking about sexual 
dysfunction and doctors' personal competency in assessing sexual dysfunction. More 
tha n ha lf t he doctors in th is study perceived male patients as being unreceptive to 
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asking about sexual dysfunction, especially in the context of acute minor complaint 
visits. The majority were also not confident in assessing sexual dysfunction. The 
finding of perceived male patients being unrecept ive to talking about sexua l 
dysfunction is similar to many other stud ies on the barriers to asking about sexual 
dysfunction in primary care settings. (376, 386, 387, 391, 392) These studies have 
highlighted the issue of men's discomfort in talking about sexual dysfunction. PCDs 
presumed that men would fee l uncomfortable talking about sexual health if the 
issues were not initiated by them, thereby keeping the doctors from proactively 
ta lking about it.(386) They preferred that patients raise the issue of sexual 
health,(387, 392) worrying that their male pat ients would be suspic ious of their 
intentions if sexual health issues were raised without apparent reason .(391) Simila r 
f indings on this issue re lating to erectile dysfunction have also been revealed in a 
qua litat ive study among 28 PCDs in Ma laysia. In t hat study, t he doctors regarded ED 
as a non-serious illness and one that was taboo. They were more comforta ble if male 
patients raised the topic for discussion, seeing themselves as mere facil itators and 
being concerned at being stigmatized as drug pushers if active screening for ED was 
undertaken.(376) However, these are descriptive studies and the impact of these 
doctors' opinions on their practice behaviour has not been confirmed . On the other 
hand, the current study, by using regress ion analysis, provides stronger evidence that 
the doctors' negative percept ions of male patients' receptivity, which included 
perceived patient comfort in discussing sexual dysfunction, is negative ly affecting 
their practice behaviour- i.e. they are less likely to raise the issue of sexual 
dysfunction . Similarly, whi le doctors' personal competency in addressing ED is also 
described in other studies as a barrier to initiating discussion about ED, (384, 390, 
391, 393-395) this study demonstrates that a perceived higher degree of personal 
competency is positively correlated with doctors' intention to ask about sexual 
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dysfunction in health check-up visits. It is interesting to note t hat perceived personal 
competency is not the most significant barrier in acute minor complaint and follow-
up visi ts . Instead, perceived male patients' receptivity is the ma in barrier as 
described above. Therefore, this study has further st ratified the important 
determ inants specific to the contexts of consultation which other studies have not 
shown. In other studies, the barriers identified in addressing sexual health in cl inic 
settings include lack of time,(384, 390, 392, 394) resources constraints and lack of 
confidentiality during consultation.(390, 394) These barriers are also described in 
phase I, but the regression analysis in phase II only shows the significant negative 
impact of cost constraints on doctors' intention t o ask about sexual dysfunction in 
follow-up visits . Aga in, the significance of external factors as ba rriers may be 
overest imated. Nevertheless, the find ings from phase II may not represent the views 
of individual doctors, but rather the average views of all doctors. To an individual 
doctor, all the barriers described may appear to sign ificantly impact his/her practice. 
However, doctors' views of male patients may not reflect male patients' op inions. In 
fact, doctors' perceptions can be inaccurate, as in the case of doctors' perceptions of 
men's help-seeki ng behaviour. On the contrary, most male patients wou ld like their 
doctors to raise the issue (34, 105, 386, 396, 397) and preferred that their family 
doctors be the source of help.(398) They see the proactive role of GPs in asking about 
sexual history as a license to ta lk about sexua l health.(105) Hence, doctors' 
perceptions of male pat ients' non-receptivity and discomfort in discussing sexual 
dysfunction may be a myth . 
Managing male sexual dysfunction in primary care sett ings is challenging because it is 
a sensit ive issue and a taboo subject for male patients. Al though the issue of 
managing sexua l dysfunction from the doctors' perspective has drawn considerable 
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attention in an attempt to improve diagnost ic rates and service delivery, most of the 
studies tend to be descriptive. This study has managed to demonstrate the impact of 
perceived male patients' recept ivity and personal competency on doctors' intentions 
to ask about sexua l dysfunction in primary care cl inic settings. This study has also 
managed to ident ify the re lative importance of these determi nants in different 
contexts of consultation. Cont rary to t he doctors' perceptions, male patients' appear 
to be recept ive t o questions about sexual dysfunction. Therefo re, the unfounded 
perception of men being unrecept ive to questioning about sexual dysfunction is an 
area that needs serious attention in order to improve the management of ED. In 
addit ion, doctors' competency in managing sexual dysfunction, ED in particular, 
should be a focus of attent ion. 
8.4.4.3 Psychosocial health 
Psychosocial health is one of the key men's hea lth concerns,(4, 53) yet it is seldom 
discussed in consultat ions with male pat ients. Psychosocial health in men covers a 
broad range of issues from 'conventional' mental health problems (e.g. depression, 
anxiety, and suicide), drug abuse and violence, to social challenges such as 
fathe rhood, employment, occupational hea lth and marital problems.(44, 399) Many 
of these issues are under-acknowledged both by health care providers and 
laymen.(399-401) The fact t hat men have higher rates of suicide but paradoxically 
have lower rates of reported depression and anxiety than women suggests that men 
do not readi ly seek help in t he early st ages of mental illness.(400) Psychosocial 
problems may be more preva lent than we know. The reported rate of psychological 
problems in primary encounters in Australia was 11.1 per 100 encounters.(402) 
Si mila r data from Malaysia is not ava ilable, but the comm unity prevalence of chronic 
suic idal ideat ion was 25% in men,(57) indicating a high prevalence of psychosocial 
problems. Hence, many commentators on men's health advocate proactive 
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psychosoc ial health assessment, wh ich includes enquiring into male patients' mood, 
work and family health during consultation.(30, 31, 401) However, initiat ing the 
discussion of psychosocial issues, let alone mental hea lth, can be difficult and 
cha llenging for doctors. In phase II , a majority of PCDs intended to assess male 
patients' psychosocial health in follow-up and health check-up visi ts, but not in acute 
minor complai nt visits. There has been comparative ly little published on doctors' 
practice behaviour in relat ion to men's psychosocial health assessment in ma le 
patients. 
The model constructed in phase II at tempted to explain doctors' intentions in 
assessi ng psychosocial hea lth. The obse rved variances expla ined by the model range 
from 22% to 26%, indicat ing a strong explanatory model. In acute minor complaint 
visits, t he low intention of doctors to assess psychosocia l health assessment is mainly 
due to perceived low ma le pat ients' context-specifi c receptivity. A negative attitude 
towards the import ance of psychosocial hea lth assessment and a lack of privacy in 
the cli nics also contribute t o the low intentions. The strong influence of perceived 
receptivity in t he context of acute minor com plaint visits is understandable since 
psychosocial issues are considered sensitive issues in society. Compla ini ng and 
seeking help fo r psychosocia l issues can be seen as weakness in men and a cha llenge 
to their masculine image.(37, 400) It is of concern that only less than ha lf of the PCDs 
perceived t heir male patients as bei ng receptive to psychosocial assessment, as some 
evidence suggests otherwise. Although men tend not t o seek help for psychologica l 
problems, t here is evidence from Austral ia showing that men wish t heir doctor would 
pick up their problems without them having to disclose t hese problems.(403) While 
no similar study has been conducted in Malaysia, the si tuation may be analogous due 
t o simi larities in the concept of mascu linity between the West and Asian count ries (as 
highlighted in the li terature review). In follow-up visits, a majority of the doctors 
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perceived male patients as being receptive to psychosocial health assessment, and an 
even greater majority of doctors perceived it as such in the context of health check-
up visits. As discussed earl ier, given the better rapport in follow-up visit s and the 
presence of a clear agenda in health check-ups visi ts, the perceived recept ivity is 
li kely to be high. However, up to 23% and 10% of doctors sti ll did not intend t o assess 
psychosocial health in follow-u p and hea lth check-up visits respectively. In these 
contexts, the attitude towa rds medical importance of psychosocia l health 
assessment becomes more important than perceived recept ivity as the determinants 
of doctors' intentions. In the context of follow-up visits, while perceived receptivity is 
also a significant determinant, it has less impact on the doctors' intent ion compa red 
to attitude towards medical importance of psychosocial hea lth assessment. In this 
context, a qua rter of the doctors did not think that male patients were receptive to 
psychosocial health assessment. Overa ll, t his is in keeping with the general trend in 
the five areas of men's health check-ups investigated in this study, that attitude 
towards medical importance is more of an issue in t he context of follow-up and 
health check-u p vis its tha n in acute minor complaint visi ts, albeit with some 
variability between the topics of men's hea lth . Although a majority of the PCDs fe lt 
that proactive psychosocia l health assessment was important, about 15% of PCDs 
were unsure about it. This variability in attitude may exp lain the smaller proportions 
of doctors who did not intend to assess psychosocial health in follow-up and health 
check-up visi ts . 
Simila r to t he topic of sexual dysfunction, psychosocia l health assessment is 
perceived as be ing a sensit ive topic and ma le patients are ofte n perceived as being 
unreceptive to discussion about it unl ess there is some rapport and a clear agenda. 
Therefo re, the intention to assess psychosocial hea lth is low. The proposed model 
has once again significantly explained t he doctors' decision making in re lation t o 
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psychosocial health assessment and has demonstrated the significant impact of 
perceived male patients' recept ivity and attitude towards medical importance on the 
doctors' intentions in different contexts of consultation. 
8.4.4.4 Colon cancer screening 
Colon cancer is one of the few cancers in men that may wa rrant screening in 
primary care settings in Malays ia. Colon cancer is the most common ma le cancer in 
Ma laysia with an incidence rate of 20.9/100,000 population in 2003-2005,(123) 
compared t o developed countries where incidence rates were above 30/100,000 
population in 1998-2002.(404) Colon cancer screeni ng has been shown to reduce 
ca ncer incidence(405) and ca ncer mortality in many randomized cont roll ed t ria ls(7, 
8, 406, 407). Although colon cancer in Malaysia is currently less prevalent than in 
developed countries, it is recogni sed that the incidence of colon cancer is fast 
catching up with developed countries, especial ly in men .(8, 404) A colon cancer 
screening program is not yet available in Malaysia. However, opportunistic colon 
cancer screening is a feas ible approach, especially among high risk patients,(408) 
and doctors' recommendations to screen are positively associated with colon 
ca ncer screening rates. (361) This is pa rt icu larly important as general awareness of 
co lon cancer among Malaysian cli nic attendees is low(409) and many patients with 
recta l bleeding still present late to clinics.(410) Therefore, proactively discussing 
colon cancer screening should be an agenda in primary care consultation with 
eligible male patients. 
However, implementing colon cancer screening in primary care settings presents 
many challenges. In this study, whi le a great majority of the PCDs acknowledged the 
importance of colon cancer screening, the majority were unl ikely to engage men in 
discussing colon cancer screening. Even in health check-up vis its, only half the 
doctors had the intention to discuss co lon cancer screening. Hence, t he actual rate 
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of screening is unlikely to be high, although there is as yet no published literature to 
support th is claim. Comparing with other literatu re, whi le PCDs in many other 
count ries also acknowledge the benefit of colon cancer screening,(362, 411, 412) a 
sizeable majority also express a willingness to discuss and recommend some fo rm 
of colon cancer screening to their patients.(362, 413-415) However, studies from 
the United States and Canada looking specifically at the actual uptake of colon 
cancer screening by chart rev iew demonstrated that only up to 50% of screening 
tests are being offered to eligible patients.(412, 415-417) A nationwide telephone 
su rvey in France, where an organized screening program is available, also 
demonstrated poor initiative in offeri ng the screening test (18%) among PCDs.(418) 
Therefore, although the importance of co lon screening is widely acknowledged, 
init iating discussion or uptake of the screening is more complicated. 
Phase II attempted to explain and identify the determina nts in t he doctors' 
inte ntion to discuss colon cancer screening with their male patients. However, the 
model constructed in phase II on ly significantly explains the doctors' intention in 
the context of health check-up visits and not in the other two contexts. In the 
context of health-check-up vis its, the model with all determinants included explains 
a significant 21% of the variance in the doctors' intention. The significant 
determinants are perceived persona l competency and the availability of referral 
networks. Perceived male patients' receptivity is not a significant determinant, as, 
in this context , the perceived receptivity is invariably expected to be high, and is 
shown to be such in the findings. Hence, it is logically not a deciding factor. 
Therefore, increasing doctors' competency in colon cancer screening may result in 
greater intentions to screen in hea lth check-up visi ts. On the other hand, in the 
contexts of acute minor complaint and follow-up visits, the model with all 
determinants included poorly explains the doctors' intention t o discuss colon 
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screening wit h t heir male pat ients. These are the only two contexts in w hich the 
proposed model in th is study does not significantly exp lain the variance observed in 
t he doctors' intention to init iate hea lt h check-ups. In acute minor complaint visit s, 
although perceived male patients' receptivity to colon cancer screeni ng is a 
signif icant determinant , it correlates weakly w ith the doct ors' intentions, with on ly 
a sma ll regression coefficient be ing noted. Whi le 50% of the doctors perceive the ir 
male patients as being receptive to discussing co lon ca ncer screening, only 14% 
intend to discuss it . In follow-up visi ts, none of the determinants are significantly 
associated with doctors' intention to discuss colon cancer screening. These indicate 
that the determinant s for doctors' intention in these two settings are not ca ptured 
in t he model. 
In the literatu re, the factors determin ing the doctors' decision to offer colon cancer 
screening have been exte nsively stud ied .(361, 419) Among the factors identi fied 
are lack of guideline agreement, inadequate knowledge and skills, cost constra ints, 
patients' reluctance, and orga nisat iona l ba rriers (inc luding avai la bility of 
re ferrals).(361, 419) However, thus far, a theory-based quantification of the 
determinants' impact on the doctors' practice has only been investigated by Honda 
et al. (347) Honda et al. showed that the model bui lt from the three social 
psychological t heories (the transtheoret ical model of change, socia l cognitive 
theory and the theory of planned behaviour) explained 14% of the va riance 
observed in doctors' intention to recommend colonoscopy. Significant 
determinants indenti f ied by Honda et al. using the model include physicians' be lief 
about t he benefit of colon cancer screening, perce ived self-efficacy in discussing 
co lon cancer screen ing and negative be liefs about colonoscopy recommendat ions. 
Physicians' bel ief about the benefit is close ly re lated to attitude towa rds medical 
importance, w hich is not a significant determinant in th is study. Its insignificance 
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ca n be at t ributed to the non-deciding nature of the determinant, as most doctors(> 
85%) have a pos it ive attitude towards the importance of colon cancer screeni ng. 
The se lf-efficacy measured by Honda et al. is sim ilar to perceived competency, 
which is also a signif icant determina nt in the context of health check-up visits in th is 
study. The negative be lief about colonoscopy in Honda et al.'s study is specific to 
the screening procedure, where clear guideli nes about colonoscopy are avai lable. 
This concept is not measured in th is study as there is no clear recommendation 
provided in Malaysia for PCDs about co lon cancer screening. Therefo re, t he 
avai lability of guidelines and be liefs about the guidelines may be important 
determinants not captured in t his st udy. 
The model in this study does not explain t he doctors' intent ion to discuss co lon 
cancer screening in acute minor compla int and follow-up visit s. The insignificance of 
the model in expla ining colon cancer screening in acute and follow-up visits could 
be due to several reasons. However, it is unl ikely to be due t o measurement error 
as the validi ty of the question na ire pertai ning t o thi s sect ion is good. The doctors 
scored highly in perceived ma le patients' rece ptivity, attitude towards medical 
importance and perceived personal competence, and yet t he intent ion t o discuss 
co lon cancer screening was low. Th is indicates that the important determinants 
may be other t han t hose measured and may not re late to gender issues. One of the 
important determinants could be the unavailabi lity of clear guidel ines for colon 
ca ncer screening in Malaysia as described above. Having clear guidelines is noted to 
be an important determinant in the literature on co lon ca ncer screening.(361) 
Ava ilab il ity of guidel ines (as in when and how to offer screen ing) is import ant so 
t hat docto rs have some guide to re ly on in providi ng proactive care such as 
proact ive discussion of colon cancer screening in acute minor complaint and fo llow-
up visit. On the other hand, in health check-up visits, cancer screening is often 
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understood as one of the agendas and the issue of proactive care does not arise. 
These likely explain the sign ifica nce of the model in health check-up visits but not in 
the other two contexts. 
Although important, opportunistic colon cancer screening for male patients is 
unl ikely to be discussed by the majority of PCDs in Malaysia . Phase II has only 
identified the possible determinants for such low intention in the context of health 
check-up visits, which are perceived personal competence and avai lability of 
support networks. The proposed model does not explain the low intent ion in acute 
minor complai nt and follow-up visits as other possible determinants, such as 
avai lability of clear practice guidelines, were not incorporated into the model. 
Nevertheless, perceived male patients' receptivi ty has a small but statistica lly 
significant impact on doctors' intention in acute minor complaint visits. Th is study 
also demonstrates the significant impact of contexts of consu ltat ion on the doctors' 
decision-making process in relation to colon cancer screening. 
Th is appears to be the first study to quantify, based on a substant ive theory, the impact of 
determinants on doctors' intention to engage male patients in the five topics of health check-
ups. Besides sexua l hea lth, st udies in the past have not investigated these t opics from a men's 
health perspective. Even in the studies on sexual hea lth, while the determinants of doctors' 
pract ice behaviou r in re lation to male sexual dysfunction have been investigated, the studies 
have been descriptive. Each of the topics in men's hea lth check-ups presents different 
challenges. The doctors' intention to engage men in cardiovascular risk assessment (includ ing 
smoking habit) is already high. The next task is to facilitate action by addressing the skills and 
external barriers, which include clinic organisational skills. On the other hand, doctors' 
intention to ask about sexual dysfunction and psychologica l health assessment are low. The 
main factor hindering doctors' intentions is the misconcept ion about male pat ients' receptivity, 
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whereas low perception of self-efficacy is more of a problem in asking about sexual 
dysfunction. These are the potential areas to be addressed in improving health check-ups in 
re lat ion to men's sexua l dysfunction and psychosocia l health. Co lon cancer screening poses a 
different set of challenges. First, the doctors' intention to discuss colon cancer screening is 
high only in follow-up and hea lth check-up visits. Second, the model only signif icant ly explains 
the doctors' intentions in health check-up visits. Third, in acute minor compla int and fo llow-up 
visits, the main determinants hindering doctors' intentions are not captured in the proposed 
model. Whi le improving doctors' competency and providing clearer guidelines for colon cancer 
screening may be the step forward, further study may still be needed to explore other 
determinants in t he context of acute minor complaint and follow-up visi ts. As an average, the 
proposed model has performed reasonably we ll in explaining doctors' intentions in major 
areas of men's health check-ups. Generally, the doctors' intention to engage men in health 
check-ups is lower in acute minor complaint visits than in the other two contexts of 
consultation. Balancing perceived male patients' receptivity and attitude towards the medical 
importance appears t o be the key to explaining many incidences of doctors' intention t o 
engage ma le patients in health check-ups. 
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8.5 The novel findings in this thesis 
Prior to this thesis, t here have not been any published studies focusing on the doctors' decision-
making process in men's health check-ups. However, doctors' practice behaviour in re lat ion to 
disease-specific screening and male-specific disorders such as erectile dysfunction has been explored. 
Some of the key f indings in th is study are therefore consistent with the current lite rat ure as 
discussed in previous sections. The theoret ica l framework proposed in phase I is not novel in 
expla ini ng doctors' practice behaviour as such. However, it highlights the prominent determ inants in 
relation to doctors' practice behaviour in re lation t o engaging men in hea lth check-ups. Nevertheless, 
some of the findings represent a step forward in our understanding of Ma laysian doctors' practice 
behaviou r in re lation t o men's health check-ups, and they may be relevant to countries outside 
Malaysia. These are list ed below: 
1. Men's health may not be understood as st raightforwardly as t he term implies by PCDs in 
Malays ia. The doctors' underst anding of men's health is like an unresolved j igsaw puzzle. 
While they have been treating many ma le-specific conditions and male patients in general, 
they have not quite gra sped the whole concept of men's hea lth. They seem to be fa mi liar 
w ith, and yet stil l some distance from fu lly understanding what men's health actually is. 
Understandi ng men's hea lth involves acknowledging t he male gender and its impact on 
men's health. Cha racteristics of the male gender, as opposed to the genetically-defined ma le 
phenotype, are socially-defined and hence men's poor health is largely a consequence of 
socia l construct ion and co-const ruction with men.(37, 43) The understanding of this concept 
among PCDs is variable. 
2. The intention of PCDs in engaging ma le patients is largely a result of balanci ng the weight of 
perceived ma le pat ients' receptivit y versus the med ical importance of healt h check-ups 
against an arbit rary th reshold. Greater weight on medica l importance required less weight 
on patients' receptivity to init iate health check-ups and vice versa. 
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3. Alt hough the percept ion of men's non-receptivi ty to health care among doctors is well 
documented,(77-79, 189) how t hese perceptions are conceived has not been adequately 
explored. The perception of ma le patients' receptivity by Malaysia n PCDs is large ly based on 
assumption and subjective assessment. Th is assessment is greatly influen ced by stereotyped 
societa l perceptions of men's help-seeking behaviour and t he taboo associat ed with men's 
health topics. They also assume low receptivity in acute minor complaint and fo llow-up visits. 
This may present a potent ial risk of misunderstanding between doctors and male patients. 
4. The perception of male patients' recept ivity plays a major role in doctors' decision making in 
many t opics of men's health check-ups, wh ich include cardiovascular risk screening, asking 
about smoki ng, psychosocial hea lth assessment, asking about sexual dysfunction, and to a 
certa in extent, colon cancer screening. 
5. While external barriers and ski lls may be important determinants in t he doctors' decision to 
engage male pat ients in health check-ups, they may be over-emphasised as decis ive factors 
when compared to doctors' perceptions of male patients' recept iv ity. 
Some of the findings may be of particula r interest in the Malaysian sett ing and they confi rm many of 
the findings in the publ ished work outside Malaysia: 
1. PCDs are positive about health check-ups in general, and they endorse t he importance of 
men's healt h check-ups. 
2. PCDs view men as having poor help-seeki ng behaviour. 
3. The intention to engage ma le patients in cardiovascular risk screening and asking about 
smoki ng are high in all three contexts of consultation (acute minor complai nt visit s, follow-up 
visi ts and health check-ups visi ts). 
4. A majority of doctors hesitate to assess psychosocial health in acute minor com pla int visi t s. 
5. A majority of doctors hesitate to engage ma le pat ients in aski ng about sexua l dysfunction 
and co lon cancer screening in acute minor complaint and follow up visits. 
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8.6 Strengths and limitations of the study 
The strength of this study lies in the use of a mixed method design, which taps into the power of 
both qua litative and quantitative approaches.(52, 295) Because of the theoretical assumptions in 
each of the approaches, they set the boundaries for the valid inferences of the research f ind ings. The 
inductive nature of GTM,(299) which the quantitative approach is inca pable of providing, enables the 
explorat ion and development of a theoretica l framework in the uncharted area of doctors' decision 
making in men's hea lth check-ups. It focuses on the individual doctor' s decision-making process. The 
concepts constructed in phase I provide a comprehens ive and in-depth explanation of the doctor's 
decision making. However, it is not the aim of the methods to generalise an individual concept and 
quantify the impact of t he determinants on the outcome for all Ma laysian PCDs. On the other hand, 
the quantitative approach is able to provide numerica l quantificat ion and to test the generalisability 
of the concepts(295, 420) in relat ion to Malaysian PCDs, which qua litative approaches are incapable 
of doing. The quantitat ive approach can be of va lue in t he effort t o prioritise areas for intervention 
by ranking the impact of the determinants on the outcome. The weakness of the quantitat ive 
approach, which re lies on the comprehensiveness and valid ity of its conceptua l framework,(52, 295) 
can be overcome by having a prior exploratory qualitat ive approach as in phase I. With t his design, 
we gain both an in-depth understand ing of the process involved for an individual doctor and a 
representative picture of the decision-making framework and the important determinants of the 
process for Malaysian PCDs. Therefore, the mixed method design - and the sequential exploratory 
qualitative approach in particular-provides synergy in answering the resea rch question of this study. 
The adoption of pragmat ism as an overarching ph ilosophy in this study has the advantage of 
directing the ana lysis to discovering the mean ing of ideas that have practical consequences.(282, 295) 
It directs the ana lysis to unearthi ng concepts t hat are useful for intervention instead of emphasising 
unmodifiable factors. For example, doctors' gender, socio-cultura l background and qualifications are 
not the main focus of ana lysis. In contrast, the analysis focuses on the meaning embodied in t hese 
unmodifiable factors which influence the doctors' decision making in engaging male patients in 
339 
  	
		
	  !!!! !"#"#!#!$%&&	
		' $()$%
health check-ups. Therefore, doct ors' gender, t raining and experience are not t he main concepts, but 
are rather background factors in influenci ng doctors' perceptions about men 's health and thei r 
attitudes towards the medica l importance of men's health check-u ps. Perceptions and attitudes are 
useful as the foci of analysis because t hey influence t he actions of doctors. For the same reasons, 
w hi le the background characterist ics of the doctors, such as age, gender and qualifications are 
collected in phase II t o describe the group characte ristics, they are not included in the reg ression 
models. These factors cou ld be included if the objective of phase II was to develop a pred ictive 
model.(308) However, t hat is not t he aim of this study. The aim of th is study is t o serve a pragmat ic 
purpose; that of understanding and explain ing the process of decision making in order t o inform 
practica l intervent ion strategies. 
In phase I, the determinant s and process leading to doctors' practice behaviour in re lation to health 
check-ups are appropriately explored using GTM . Although ba rriers and motivators to engaging 
pat ients in disease screening or healt h check-ups ca n be explored w ith a thematic qual itative 
approach, the mere listing of them t hemat ical ly may not reflect t he dynamic inte ra ctions between 
the ba rriers and motivators in a practice. Listing of the barriers and motiva tors, whi ch many st udies 
have attempted as out lined in section 2.8.1, has ignored these complex interactions. Furt hermore, 
the extent of engagement of pa t ients in disease screening or health check-ups cannot be attribut ed 
to how many barriers and how many motivat ors exist, but is rather attribut able t o w hich factors play 
a central role. This can be ach ieved, as has been proven in this study using GTM. The coherent use of 
GTM has lent credibil ity to t he findings. I have applied the steps in GTM as much as possible to 
maximise the rigour of the findi ngs (see sect ion 4) . The steps com prise a systematic approach in the 
induct ive development of the theoretical framework and, at a later stage, the deductive testing of 
the framework. (299) More importantly, these steps were appl ied as a 'package', where t he sa mpling, 
data collection and analys is were done in an ite rative process.(313) This iterative process acted as a 
feedback mechanism to test the abil ity of earlier concepts to subsume newer sets of data . It was this 
it erat ive process that ensured the f inal fit of the t heoretical fra mework w ith the data.(306) However, 
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there are issues during data co llection and analysis which may pose a threat to the rigour of the 
fi ndings. 
During data co llect ion, data obta ined from the interviews and focus groups could have been 
influenced by the dynamics in the interviews and focus groups. I have therefore been carefu l with 
the preparat ion of interview settings and attentive to the interviewer-participant re lationship as 
described in sect ion 4.4. For example, the very fact that I am an academic PCD may have caused 
anxiety among younger PCDs during my interaction w ith them. To minim ise this effect, all t he 
sess ions with younger PCDs were conducted as focus group discussions. This may have provided peer 
support among the part icipants and reduced the dominant f igure of the moderator in the focus 
groups. Hence, the in fo rmat ion provided by the participants was believed to be optimum. Although 
the rigour of t he findings could have been strengthened by including direct observation of the 
part icipants' behaviours duri ng cl in ic encounters, I be lieve that further observation would not have 
yie lded any signifi cant advantage. This is because the observations wou ld comprom ise the 
confidentia lity of the encounters and possibly influence the doctor-patient interactions. The iterative 
process of theoretical sampling, data collection and analysis has also provided, as fa r as possible, the 
va riations in incidences fo r saturating the concepts and categories from data. 
Although I have attempted t o be as objective as possible, I acknowledge that the resea rch process 
can never be tota lly objective and value fre e. (295 ) Objectivi ty was strived for through reflexive notes 
(memoing), which is a legit imate method in GTM.(313) For example, "bla ming male patient", which is 
value laden, was used in the initia l open coding. Upon reflection, the code was subsequently changed 
to "perceiving ma le patient" to minimise my infl uence on the interpretation. It also helped in keeping 
the codes close t o the data without undue abstract ion. The initia l analysis and memo from the first 
three tra nscri pts were also read and examined with my supervisors. Moreover, the results from the 
I Dis in stage 2 and the part icipa nt val idation sessions, which supported the relevance of the model 
constructed, provided further evidence of the rigour of t he analysis . Final ly, although phase II is not 
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exactly aimed at confirming the theory constructed from phase I, it has nevertheless proven its 
applicabi lity in expla ining the doctors' decis ion making in general. 
In phase 11, which was a cross-sectional survey, the external va lidity of the find ings are determined by 
the va lidity of the conceptual model, probabilistic sampling, measurement tools and stat istica l 
methods used . Each of these can pose a threat to the conceptual model's val idity and hence be 
limitations of the find ings. The conceptual model is substantial ly va lid for phase II as it is constructed 
from empirical data in phase I, which shares the same sampling frame and issues of men's health 
check-ups. The conceptua l model accepts that the important common factors are already accounted 
for. The model also accepts that background factors such as doctors' demograph ic characteristics act 
through the concepts identified in the framework. Although there may be other potential 
determinants such as peer influence in the practice of men's hea lth check-ups, the possibil ity is 
currently sma ll as phase I has achieved considerable rigour as out lined above. However, we need to 
acknowledge the changing scene of men's health in Malaysia. Other important determinants may 
emerge in the future when men's health awareness becomes more widespread among doctors and 
laymen. The perception of male patients' receptivity wi ll change as society's awareness of men's 
health concerns increases. Therefore the framework, although developed from empirica l data, is 
relevant to the current state of men's health awareness. 
On the issue of sampling, the stratified random sampl ing and good response rate (70%) enhance the 
external val idity of this study. The stratification in sampling strategy was done along a publ ic-private 
divide in order to gain a fai r representation from both sectors, as private cl inics outnumber public 
cl inics tenfo ld. Although there is no agreed threshold for a good response rate, 70% can be 
considered excellent since random surveys among PCDs often have less than a 50% response rate . 
The representativeness of the data in private cl inics in Kuala Lumpur/Selangor may be slightly lower 
as 26 (12%) private clinics from the sampling in the region were noted to have closed down. Th is may 
reflect a fast turnover rate of private primary care services in the region as the registry used was just 
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updated two years prior to the clin ic visits (the registry used being the latest availab le). However, its 
impact on the representativeness is considered small due to the excellent response rate. Further on 
the issue of sampling, the sample size ca lculated did not account for clustering effect, where all 
doctors in the clinic sampled were invited to part ic ipate. Given the cl inics were the sampling unit 
rather than the doctors and t he doctors in a same cl inic may share similar characteristics, the 
standard erro rs may be inflated hence affect the statistica l significance of the result. Sample size 
cou ld have been larger to minimise type I error in this study. This might be an issue for public clinics 
because private cl inics would usual ly have on ly one resident doctor as opposed to 3-5 doctors in 
public clin ics. However, the cl ustering effect is likely sma ll because in this survey, only one private 
clinic has 2 pa rt icipating doctors and the mean number of participating doctors in public clin ic was 
2.75 (with a maximum of 7). Furthermore, the characterist ics and cli nic workload of the respondents 
are comparable with previous random surveys of Malaysian PCDs. {421, 422) Mean number of 
patients seen per day in a survey among PCDs in 1998-2003 ranged from 43.0 (421 ) to 44.7 (422) 
compared to 52 .7 in th is study. From the national statistics, ethnic distributions of all doctors in 
Malaysia in 2007 were about 40.7% Malays, 26.1% Chinese and 19.7% lndians{143) compared to 
49.0%, 22.2% and 28.3% respectively in this study. In another survey in 1998, the proportion of PCDs 
w ith post-graduate qualification was 6% (422) compa red to 10.1% in this study. These comparisons 
suggest a good representativeness of Malaysian PCDs in th is study because of simi larity in the pat ient 
load and ethnic distribution. 
There are two issues about measurement tools used. First, the questionna ire used in t his study might 
limit t he externa l validity of the study findings. This is because the questionnaire has been developed 
specifical ly for th is project. This is necessary as the quest ionnaire for phase II has to be based on the 
findings in phase I. The concept of "perceived male patient receptivity" is also novel and has not 
been measured in the literature. Furthermore, in order to fulfill the objective of phase II, the 
questionnaire has to be content and context specific - i.e. focusing on the male gender and different 
contexts of consultation. Although the questionnaire used has undergone content and structural 
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va lidat ion, and inte rnal consistency assessment, these are inte rnal va lidation processes. The external 
va lidation process necessitates another research project and hence is beyond the scope of this study. 
The va lidation cohort was invited part icipants th rough conven ient sampl ing, hence over sampl ing of 
the doctors from public sector and female gender. Although the val idation cohort differed 
substantially with the main cohort, the findings of the initial val idation are likely va lid because the 
findings of re-eva luation of va lidity were similar to the initia l va lidat ion. (Section 7.5) In the process 
of structura l va lidation, two const ructs were noted for the section measuring "attitude towards 
cardiovascular risk screening" and "general perception of male patients' receptivit y to cardiovascu la r 
risk screening" . The choice was to either drop one of the constructs in each concept or t o adopt t hem 
as they were. The latte r option was adopted as the former opt ion may limit some of the information 
in the concepts intended to be measured . The concept relating to network refe rral may rep resent a 
limitation of the questionnaire. The initial th ree items in this section were reduced to two items after 
a series of factor analyses. The items assess network referral support for ED and family counseling. 
Hence, th is section may not be valid for topics of men's health other t han erectile dysfunction and 
fam ily cou nseling. Network referra l as an external ba rrier may wa rrant more precise invest igation in 
future . No add itional steps were taken to refine this section furthe r as it constituted a smal l section 
of the entire questionna ire. However, the finding of the small role played by external ba rriers as a 
whole is likely to be va lid as the questionnaire on other sect ions of externa l barriers is internally va lid. 
Other than this lim itation in the questionnaire, the rest of the quest ionnaire is arguably interna lly 
valid. Second, there is a concern w ith the length of t he questionnai res. By asking the participants to 
answered 176 items may lead to part icipants' fatigue, the valid ity of the responses at the later part s 
of the questionnaires may be reduced. However, this concern may be unwarranted as the descriptive 
stat istics for responses in all five topics were diffe rent with non-overlapping of 95% confidence 
intervals (Figure 7.33 and 7.34) . These differences are expected because the topics being examined 
have different characteristics as in table 6.1. Participant s' fat igue may be present if the patterns 
across all five topics were simi lar, denot ing participa nts not paying attent ion to the differences . 
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In t he ana lysis of phase 11, the choice and justificat ion of reg ression model was explained in sect ion 
6.10.4. Besides the stat ist ical assumptions, w hich were fulfi lled in t his st udy, the multiple regression 
model also assumes that the measurements included are free of error.(307, 308)However, in real ity, 
al l measurements, such as t he questionnaire used in th is study, contain systematic errors. These 
errors may underestimate the effect size of the determi nants. (307, 308) Therefore, the impact of 
each determinant on the outcome in this study may be great er t han estimated. Th is may imply that 
the significant determinant s have a greater impact (higher regression coefficient) on the outcome, 
and a greater number of significant determinants may be elicited t han presently estimated. 
There are another two issues in t he analysis t hat may post a t hreat to validi ty of study which are not 
related to the choice of regression models. First, too many mult iple regress ion ana lyses may increase 
the possibility of finding statistica l sign ificance by chance, hence, overestimating the significant 
variab les. This error could be overcomed by setti ng a lower stat istical significant level, p, to <0.01. By 
doing so, a great majority (12 out of 13 initial significant models and 22 out of 35 initial significa nt 
determinants) of the statistical significant tests still rema ined as they were. Therefore, finding 
stat istica l significance by change may be a smal l concern in t his study. Second, because of each 
docto r was requi red to complete 15 small sets of questionnai res relat ing to 15 contexts of 
consultat ions within a setting, correlation in the responses with in each doctor may occur. 
Adjustment of corre lation within doctor was not carried out. The potential correlation withi n 
pa rt icipants can be better addressed w ith methodologica l adjustment w here partici pants could be 
asked to respond t o diffe rent sets of questionnaires at different t ime. Th is was not carried out 
because of logistic difficulty in asking the participants to answer t he questionnai res severa l times. 
However, correlation w ithin participants' responses may be of greater concern if the responses in 
different sets of question nai res were simila r, which did not happen in this st udy. The same argument 
applies wit h the issue of partic ipants' fatigue as discussed above. 
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Taking all four components of va lid ity discussed, phase II has achieved substantial internal va lidity. 
The externa l va lidity of the findings can be tested by experimenting with an intervention program to 
improve men's health check-ups based on the find ings. This will be the next step. Lastly, as a general 
limitation of quantitative study, the findings may be fa r from being relevant at an individual level. 
Nevertheless, the findings are a valid representation of an average or normative pattern in the 
decision-making process and the determinants in doctors' intention to engage ma le patients in 
health check-ups for Ma lays ian PCDs. 
Taking phase I and II together, the important limitation is defined by the subject and sampli ng frame 
of this study. This study is about Ma laysian PCDs' decision making in engaging ma le patient s in health 
check-ups within primary care settings. Thus, any inference outside this boundary runs the risk of 
undue assumption. Although there are similarities in doctors' perceptions about men's help-seeking 
behaviour between Malaysia and the West, we should st ill refrain from generalising the findings to 
PCDs outside Malaysia . Likewise, doctors from non-primary care backgrounds, such as internal 
physicians or urologists, may exhibit a similar decision-ma king process when encountering ma le 
patients. However, these remain to be investigated and confirmed. 
In summary, although there is a concern about the valid ity of a small sect ion of the questionnaire 
measuring "network referral support", the overa ll findings of the study are likely to be the same even 
after the concern is addressed. Therefore this study has achieved substantia l methodological rigour 
and validity, and hence the find ings are releva nt to the present state of Malaysian health care 
delivery. 
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8. 7 Conclusion 
This study has attempted to develop a substantive theoretical framework to explain the process of 
decision making by PCDs in undertaking health check-u ps for ma le patients in Ma laysia. This 
represents a first step in developing an intervention strategy to help doctors engage male patients in 
health check-ups and to improve men's health generally. The framework facilitates the 
understanding and identificat ion of the weak li nks in the process wherein the potential ta rgets of 
intervention lie. 
Given t hat the issue has never previously been extensively researched, I have employed a sequential 
mixed method design in this study which provides the substantial advantage of giving an account of 
the doctors' decision-making process in their 'rea l-world ' practice. The use of grounded theory 
methods in phase I has enabled construction of the substantive theoretical framework which 
explains the interaction between the determinants beyond merely identifying them . On the other 
hand, the probabi listic quanti tat ive survey with regression analyses has provided the representative 
findings of t he determinants and the applicability of the framework in explaining the decision-ma ki ng 
process across five major areas of men's health concerns in Malaysia. This study's methodology 
proves that important substantive discoveries can be made by going beyond descript ive qualitative 
study and quantitative survey. Mixed methods, when used w ith justification, can il lum inate the issue 
under investigation more than when the methods are used individua lly. 
The first point to note in the findings is the fragmented view of men's hea lt h among PCDs. Th is 
re lates t o variable levels of exposure to and experience with men's health in Ma laysia . Th is 
fragmented view also indicates the relative newness of the concept of men's hea lth in Ma laysia. 
This study has demonstrated that the individua l doctor' s intention to engage ma le patients in 
preventive health check-ups depends on the crucial balance between the perceived receptivity of 
male patients and the medical importance of the issues in mind. Greater weight on medica l 
importance required less weight on patients' receptivity to in itiate health check-ups and vice versa . 
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Act ualisation of t he intended behaviour (i.e. negotiating a hea lth check-up with ma le patients) 
further depends on the perceived personal competency and perce ived exte rnal barriers in 
performing the health check-ups. Th is framework accords with the int egrated model approach as it 
re lates t o the individual doct or's practice behaviour. However, t he framework in th is study offers the 
significant advantage of highlighti ng the prominent det erminants and providing substantive cont en t 
in re lat ion to men's hea lth check-ups. This study has also demonstrated tha t perceived male patient s' 
recept ivity has the greatest impact on the doctors' decision making, especially in the context of acute 
minor com plaint visits com pared to follow-up and health check-up visits. On the other hand, in 
follow-up and hea lth check-ups visi t , attitudes towards medical importance and perceived personal 
competency are also important det erm ina nts. Although external ba rriers may be import ant in an 
individ ual doct or's decision making in engaging male patients in health check-ups, they generally play 
a less decisive role in t he doctors' decision making than perceived male patient s' receptivity and 
attitude towards medica l importance. 
This study is innovative in the way it has made the issue of gender the focus of investigation. Besides 
the topic of male sexua l dysfunction, most studies on doctors' practice behaviou r in re lation to 
cardiovascular risk screening, asking about smoking, psychosocia l health assessment and colon 
cancer screening are not gender-specific. As demonstrated in t his study, the male gender of the 
pat ients plays an important ro le in the doct ors' decision to engage them in hea lth check-ups. 
Fundamentally, the stereotyping of men's poor help-seeking behaviour is observed to affect the 
doctors' perceptions of their patients' receptivity. Taboo in relat ion to some t opics of men's health is 
also observed t o affect the doctors' perceptions of male patients' receptivity. It is stri king to note 
that the ir perception of male patients' recept ivity is to a large extent based on these assumptions 
and subjective assessments, which are often unfounded. Perceived low receptivi ty is especially 
evident in t he gender sensit ive topics of sexual dysfunction and psychosocial health . This is alarming 
and may perpetuate unfavourable men's help-seeki ng behaviour. Doctors need to be awa re of t heir 
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assumptions and the validity of the cues t hey use in assessing ma le patients' recept ivity to health 
check-ups, in order not to misjudge t he needs of their patients. 
Among the five t opics investigated in phase II (cardiovascular risk screening, asking about smoking 
habit, psychosocial health assessment, asking about sexual dysfunction and discussing colon cancer 
screening), perceived male patients' recept ivity and attitude towards medical importance are the 
most important determ inants in the doctors' decision to engage ma le pat ients in health check-ups in 
their respective topi cs. Perceived personal competency is particu larly important in the topics of 
sexual dysfunction and colon cancer screening. More importantly, PCDs are relatively less confident 
about psychosocial hea lth assessment and asking about sexua l dysfunction, and a substantial 
proportion of them are also noted to dispute the medical importance of proactively asking male 
patients about sexual dysfunction. These are important concerns as psychosocial hea lth and sexual 
dysfunction also constitute significant morbidity and mortal ity rates in men besides ca rdiovascular 
disease. 
This study also highl ights the fact that doctors' decision making in engaging male patients' in health 
check-ups is a complex process and depends on the dynamics within consultation. Therefore, 
addressing knowledge, skills and external factors (by having man-fr iendly clinics) may be insufficient 
in promoting doctors' efforts t o engage more men in hea lt h check-ups. The f undamental problem of 
potential miscommunicat ion with men about thei r needs also needs to be addressed . 
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9 Recommendation 
The findings of this study have provided some directions for practices to improve men's health check-
ups. They also revea l some unanswered issues in the effort to improve men's health check-ups in 
primary care settings, which wa rrant further investigation. 
9.1 Implications for practice 
According to the points made in the discussion section of this thesis, the major issues in 
engaging male patients in hea lth check-ups are an understanding of men's health, potential 
miscommunication over male patient s' receptivity to health check-ups, the multifactorial and 
complex nature of the decision making, and the subtle variation in the determinants in 
different t opics of men's health. Each of these issues has an implicat ion for practice. 
Doctors are noted to have fragmented views about men's hea lth. A more hol istic picture of 
men's illness and thei r help-seeking behaviour shou ld be provided. Although a good 
understanding of the concept of men's health alone is insuffic ient to improve service delivery 
to ma le patients, the absence of one can only resu lt in sta lemate. It is analogous to treating a 
disease w ithout understanding the pathophysiology of the disease. Therefore, diverse and 
opposing views about men's health need to be addressed. The comprehensive non-gender-
specific holistic view of bio-psycho-social-spiri tual health, which most primary care doctors 
hold, is insuffi cient. Primary care doctors in Malaysia need to be aware that men's poor help-
seeking behaviour is neither inevitable nor an inherent characteristic of being male. Men's 
help-seeki ng behaviours are the result of their social upbringing and socialisation in the 
community.(37, 42, 43) Doctors are themselves part of a society that perpetuates this 
unfavourable help-seeking behaviour.(77, 79) Therefore, health care delivery is one of the 
factors that has a substantial impact on men's help-seeking behaviour.(29, 40) Besides 
addressing men's illness, promoting men's health should also include the negotiating and 
sharing of health decisions with male patients. Th is is so as to respect and embrace men's 
autonomy and their desire to remain in control of their lives, which plays a major role in thei r 
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health -seeking behaviour.(15, 179) While the concept of shared decision making is not new 
in the literature,(365, 366) it has great potential in men's health service delivery and hence 
should be extended to service del ivery. 
Another unprecedented finding is the concept of perceived male patients' receptivit y as a 
determinant in doctors' decision making in engaging ma le patients in hea lth check-ups, and 
how th is perception is conceived. Primary care doctors need to reflect on these issues when 
consulting w ith male patients. This potent ial source of miscommunication cal ls for a strategy 
t o bridge the communication gap between doctors and their male patients. Although it may 
indeed be true that ma le pat ients are unreceptive to discussion about health check-ups, thei r 
intentions, whatever these may be, need to be clearly assessed in order to develop further 
appropriate management plans. While there is cu rrent ly no evidence-based comm unication 
t ool to add ress the issue of ma le patients' receptivity to health check-u ps, at the very least, 
doctors need to be aware of the assumptive and subjective nature of their assessments in 
order not to deprive patients of the ir wishes in health check-ups. 
Efforts to improve men's health check-u ps in primary care settings need to adopt a 
mu ltifaceted approach. The theoretical framework constructed in phase I can be used to 
guide this effort. Although generally t he emphasis should be on the doctors' percept ions of 
male pat ients' receptivity as outl ined above, the complex interact ions between mu ltip le 
determinants in the doctors' intention to engage male patients in health check-ups imply 
that any effective intervention to improve the doctors' efforts has to be mult ifaceted, 
tackling a few determinants simultaneously.(231, 277) This is especially important when 
designing an intervent ion strategy targeting a single clinic. The complex nature of the 
interactions necessitates a correspondingly complex intervention strategy which can be fine-
tuned to meet the needs of the ind ividual practice whi le addressing the important 
determinants releva nt to the clinic.(51) While the framework const ructed in phase I can 
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provide an overall understanding of the individua l doctor's decision making process, the 
important determinants for an individual doctor may be different, and hence warrant a 
tai lored program. Thus, besides organis ing wo rkshops and seminars to improve skil ls and 
knowledge about il lness-specific men's health check-ups, doctors' personal attitudes towards 
men's hea lth check-u ps, their assumptions about men's help-seeking behaviour, and externa l 
barriers all have to be considered on an individual basis. Over-emphasis on a man-friendly 
environment may be unwarranted, as external factors are only one of the many 
determinants in promot ing men's health check-u ps. 
The effort to improve men's healt h check-u ps needs to be ta ilored to the topic concerns. 
Among the f ive topics of men's health investigated, doctors already demonstrated a high 
intention to screen ma le patients for ca rdiovascular risk factors, which include asking about 
smoking habit. Therefore, efforts should focus on actualising t he intention to pursue action. 
On the other hand, the priority for the gender-sensitive top ics of sexua l dysfunction and 
psychosocial health assessment is to address potential miscommunication between docto rs 
and pat ients, as the patients' perceived low receptivity may be unfounded. However, 
improving the initiation of discussion about colon cancer screening may require an emphasis 
on ski lls t raining besides considering all other determinants. Colon cancer screen ing also 
requires further investigation in Ma laysia, as other important determinants may be missed in 
the model. 
9.2 Future directions for research 
The find ings in this study have substantia l implicat ions for the direction of improvements in 
the delivery of men's health check-ups. However, t his st udy is on ly at the developmental 
stage of the UKMRC framework to improve men's health check-ups. Further evidence is 
required to ensure the effectiveness of interven tions based on the proposed theoretical 
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framework. Here, I am proposing four future directions to advance the research into 
improving men's hea lth check-ups. 
Male patients are t he other key players in t he effort to improve men's health check-ups. This 
study has only provided find ings from the doctors' perspect ive. Bridging the communication 
gap may not be successfu l if we fail t o understand men's perspectives on health check-u ps in 
primary care setti ngs. Laymen are noted to be interested in hea lth check-ups in Malaysia.(34) 
However, the specific issue of how they would like to be engaged in a primary care set-up has 
gone unexplored. From the primary care doctors' perspective, male patients' receptivity is an 
important factor. It is therefore important to investigate the male patients' perspective in 
order to establish whether this concept is indeed a gap to be bridged - i.e. how receptive 
they are to doctors' suggestions of hea lth check-ups. A similar mixed method design is an 
appropriate approach, as we are interested in the process of how ma le pat ients make their 
decision t o ask for hea lth check-ups. The findings wi ll cla ri fy t he myth about men's help-
seeking behaviour in relation to health check-ups in primary care settings, which w ill in t urn 
provide the answer to whether a communication tool to bridge t his gap is indeed necessary. 
With this, interventions t o improve men's health check-ups wil l be further substantiated . If 
men are indeed unreceptive t o health check-ups in primary care settings, public health 
approaches through community intervention programs may be the solution to improve 
men's hea lth check-up rates, instead of through primary care settings. 
In line w ith the philosophy of pragmatism, the fina l proof of t he concepts in the theoretica l 
framework should come from studies with an experimental design. The experimental design 
also serves as external val idation of the st udy find ings. Using the UKMRC framework,(51) 
small-sca le pilot testing of intervent ion strateg ies addressi ng the determinants in the 
framework should take precedence. For example, pilot t esti ng can take the form of using 
communication too ls (to address the issue of perceived receptivity) as we ll as provid ing 
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knowledge and skil ls trai ning (to address perceived persona l competence and attitudes 
t owards the med ica l importance) to improve the rate of men's health check-ups. As outl ined 
in the framework, all external factors that are of concern to a particu lar practice should also 
be addressed in the pilot study. As pointed out above, due to the complex interaction 
between determinants, intervention packages shou ld be mult ifaceted and tailored to loca l 
needs. Besides providing external validation of t he theoretica l framework, pilot testi ng also 
permits feedback to refine the theoret ical framework. With more theoretica lly-informed 
int ervention, t here is a greater cha nce of achieving a positive outcome. 
As highlighted above, the model constructed does not seem to apply we ll in relat ion to the 
t opic of colon ca ncer screening in acute minor complaint and fo llow-up visits. This wa rra nts 
further investigation wit h a focus on colon cancer screening as import ant determina nts may 
be missed in the model. A further exploratory approach using grounded theory methods is 
st ill the best option as the data may contribute further to t he construction of the present 
t heoretica l framework . As argued by Glaser, a valid theoretical framework should also be 
mod ifiable using new sets of data.(306) 
Last ly, t he ro le of perceived men's help-seeking behaviour in doctors' intention to engage 
male pat ients' in hea lth check-ups also wa rrants furthe r investigation. As argued in the 
discussion, perceived men's help-seek ing behaviour could be a suppressing mediator or 
confounder. Th is can be explored further using other statistical methods, such as path 
analysis or structura l equation modeling, which is beyond t he scope and objectives of th is 
study. 
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Afterword 
The journey of undertaking my PhD has profoundly changed my perspective on resea rch. As many 
would have experienced in their medical career, I was nurtured in a positivist environment, which 
assumes objectivity in scientific knowledge and that 't ruth' can be revealed by object ive 
measurement and experimentation in a controlled environment. In my first yea r of candidature in 
Sydney, I was granted the opport unity to be exposed to the discourses of ep istemology and ontology 
and their theoretica l assumptions underlying resea rch. I must thank my co lleague, Judith, for t his 
opportunity. I quickly became disi llusioned with my prior posit ivist positi on about knowledge. Afte r 
much reading about the philosophical theory of knowledge and nature, and attending a course on 
qual it ative hea lt h research, I bega n to cri t ical ly re-examine my phi losophica l posit ion. Consequently, I 
adopted pragmatism. As expla ined in chapter 3, pragmat ism is not simply about 'practicality'; ra ther, 
it is a phi losophy that states knowledge is meaningful when it potentia lly informs succeeding human 
behaviour. Although I st ill ma inta in an objectivist sty le of conducti ng and reporting, I assume a 
const ructivist position and emphasise pra gmat ism. 
The second aspect that I discovered is the potentia l of qualitative research. A good qual itative 
approach shou ld not j ust be about generati ng themes; it shou ld aim at construct ing more abstract 
and subsumable concepts, which provide greater depth to the analysi s. This w ill requi re the ana lysis 
to be anchored in some t heoretica l assumptions. A qual itative approach also offe rs great potentia l in 
primary care resea rch, where the social variables to be explored are often so dynam ic and numerous 
that they can incapacitate the quantitative approach . As demonstrated in this thesis, the process of 
decision making is so complex that modeli ng it using quantitative methods can explain at best only 
30% of the varia nce of doctors' decisions. Nevertheless, quant itative methods are sti ll valuable in 
offering population representative data. Therefo re, a good qualitat ive study represents a great 
opt ion in addressing many issues concerni ng primary care. 
The th ird aspect is t hat t he knowledge generated in this thesis merely identi fies t he hurdles that we 
can tackle at the present time. Many more hurdl es st ill await 'discovery' in the future as current 
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interventions w ill change futu re socia l variables. Thus, explo ratory and intervention resea rch will 
always go in tandem. One ca nnot afford to wa it for completion of exploratory research before any 
attempt t o intervene. These new perspectives will serve as the guiding pr inciples in my future 
research projects. 
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